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NEUROTIC SYMPTOMS AND PREDISPOSITION IN AGING PEOPLE*} 
E. W. BUSSE, M.D.f ann R. H. DOVENMUEHLE, M.D.§ 


Duke University Center for the Study of Aging, Duke University School of 
Medicine, Durham, North Carolina 


In order to discuss neurotic symptoms and predisposition meaningfully, it js 
necessary to define the generic term “neurosis.” From a search of the literature, 
it is evident that precise and concise generic definitions are unavailable. To 
paraphrase the most widely accepted standard—the Diagnostic and Statistica] 
Manual of Mental Disorders of the American Psychiatric Association (1)—the 
chief characteristic of these disorders is anxiety which is either directly felt and 
expressed or unconsciously and automatically controlled by defense mechanisms, 
but without the gross distortion or falsification of external reality seen in pa- 
tients with psychoses; neither does neurosis represent gross distortion of the 
personality. Such global categorization of individual states presents considerable 
difficulty in uniform classification, even if the judges be highly comparable in 
levels of training, skill and psychiatric judgment. 

Another problem of definition relates to the ‘‘control of anxiety by defense 
mechanisms.’’ Most of the information available concerns intrapsychic mecha- 
nisms in young and middle-aged people. It is quite possible that the meaning of 
defense mechanisms is different in the elderly. For example, denial and displace- 
ment in younger people are most frequently used to control neurotic anxiety 
connected with conflictual impulses within the individual. In older people, 
denial and displacement are frequently seen as ways of handling overwhelming 
realistic threats to the individual’s existence or well-being. Technically it is a 
moot question whether or not the defenses which preserve adequate function in 
the face of realistic threats can be considered neurotic in nature. For this reason 
it is difficult to use defense mechanisms as an index of neurosis. 

Another change with aging is the change in environmental possibilities for 
expression of one’s impulses. For example, the male who, in younger years, 
sublimated hostile impulses by aggressive action in business life is deprived of 
this route of sublimation by retirement, and great difficulties may arise should 
this avenue of expression be continued into the home. Another example related 
to the change within the individual with age is the male who is used to sub- 
limating hostile impulses in aggressive physical sports and who no longer has this 
outlet when afflicted with arthritis or other chronic illness. Since these situations 
are of a nature which threaten sublimatory activity, the possible solutions in- 
clude conventional neurotic defenses to ward off the impulses which are now 


* Presented at the 36th Annual Meeting of the American Orthopsychiatric Association, 
San Francisco, California, March 30—April 1, 1959. 
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repressed with more difficulty, 7. e., regression with more direct expression of the 
impulses in terms of irritability, or the adoption of new and different aggressive 
pursuits 2s sublimation. 

It is apparent that many highly complex judgments are inherent in an over-all 
diagnosis of neurosis. This leads to great difficulties in the consistency of diagno- 
sis from examiner to examiner. In other words, the reliability index of such over- 
all diagnoses is low. However, judgment as to whether or not a symptom is 
present or absent is a highly focused appraisal which does not have to take into 
account reality factors or the meaning of the symptom in the patient’s life setting. 
For this reason, the reliability index can be higher. Although ratings of intensity 
of symptoms tend to be based on individualistic criteria in most instances, these 
can be spelled out clearly enough to attain a high degree of reliability between 
raters. for research purposes, we have therefore elected to classify patients on 
the basis of presence or absence of certain symptoms and on the degree of 
severity of these symptoms, rather than on the basis of diagnostic categoriza- 
tion. 


MATERIAL AND METHODS 


The over-all sample consisted of 222 community subjects 60 years old and older, who had 
volunteered to undergo two days of physical, psychiatric, psychologic, social, laboratory, 
and electroencephalographie examinations. Included in the examinations were complete 
medical and psychiatric histories and assessment of mental status. All of the items in all of 
the examinations were coded for IBM purposes. Subjects were grouped as indicated, ac- 
cording to items in the mental status category. None of the listed symptoms was double- 
punched on the IBM ecard, and the underlined item in each category was the cut-off 
point between normal and abnormal. 


A. Neurotic, non-organic signs: 
1. Mood calm 


depressed 
anxious 
confused 
perplexed 
scared 


normally composed 
wildly elated 
euphoric 

moderately depressed 
deeply depressed 


3. Anxiety slight situational anxiety 
no apparent anxiety 
panic 
acutely anxious 
chronically anxious 
apathetic 


4. Obsessions none 
mild 
moderate 
severe 
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5. Compulsions none 
mild 
moderate 
severe 


6. Hypochondriasis none 
mild 
moderate 
severe 


7. Self-condemnatory trends absent 
present 


8. Expansive trends absent 
present 


. Functional psychotic signs: 
1. Delusions none 


grandiose beliefs 
nihilistic ideas 
political delusions 
religious delusions 
other 


2. Persecutory trends none 
mild 


actively discriminated against 
severe persecutory feelings, unspecific 
severe, circumscribed 

severe, generalized 

severe, systematized 


3. Somatic delusions absent 
present 


. Organic psychotic signs: 

1. Illusions none 
shadows 
voices 
noises 
movements 
odors 
other 


2. Perception hyper-alert 
alert 
mildly confused 
grossly confused 
illusions 
grossly variable 


May 1900 


3. In‘ellectual function 


D. Mized functional and organic signs: 


Groups B and C combined. 


. Probable organic, non-psychotic signs: 
1. Motor activity 


. Form of talk 


. Speed of reaction 


. Appropriate to ideas 


. Insight into defects 
a. physical 
b. mental 


. Judgment concerning: 
a. general activities 
b. future plans 


NEUROTIC SYMPTOMS AND PREDISPOSITION 


very superior 

superior 

normal 

borderline 

mildly defective, spotty 
mildly defective, generalized 
grossly defective 

completely incapacitated 


normal 


hyperactive 
retarded 


scattered 
neologism 
confabulations 
circumstantial 
repetition 
echolalia 


normal 


increased 
decreased 


yes 
no 


both physical and mental, yes 
yes mental; physical not applicable 
yes physical; mental not applicable 


both physical and mental, no 

no mental; physical not applicable 
no physical; mental not applicable 
physical; no mental 

mental; no physical 


good on general activities; nothing noted 
on future plans 

good on future plans; general activities 
not noted 

good on both future plans and general 
activities 

poor on general activities; nothing noted 
on future plans 

poor on future plans; nothing noted on 

general activities 

good on general activities but not on 
future plans 

good on future plans but not on general 
activities 

poor on both future plans and general ac- 
tivities 
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F. Mixed neurotic and probable organic, non-psychotic signs: 
Groups A and E combined. 


G. Normal groups 
None of foregoing abnormal signs in 
Groups A through F. 


In order further to differentiate the neurotic group, an additional subdivision was made 
into mild and severe neurosis. The criteria for severe neurosis were: 
(a) Two or more of the symptoms previously required for inclusion, or 
(b) One severe symptom among the following 4: 
1. Affect, deeply depressed 
2. Severe obsessions 
3. Severe compulsions 
4. Severe hypochondriasis. 
The results of the analysis were as follows: 


Community Group Distribution 


1. Functional (probably) 6 116 Females 
2. Organic 7 
3. Mixed 1 
138 Retired volunteers from Golden Age, 
1. Neurotic (25 severe) 56 84 Professors emeriti and other retired 
2. Organic, non-psychotic 21 university people 
3. Mixed 
Normal 149 Whites 
73 Negroes 


RESULTS 


It is noteworthy that 6 per cent of the group were considered to be psychotic. 
In 57 per cent of the psychotic cases there were organic signs or symptoms. 
Fifty-four per cent of the total sample had non-psychotic psychiatric disorders, 
25 per cent had functional neurotic signs and 28 per cent had non-psychotic 
organic signs of one type or another. Of the neurotic sub-group, 66 per cent had 
mixed neurotic and organic symptoms. Thus, we can conclude that a person 
with organic problems is very apt to have neurotic symptoms also. This com- 
pares with a recent study of a small-town population which indicated that 65 
per cent of the community people past the age of 18 had definite or probable 
evidence of a psychiatric disorder (2). 

Approximately 40 per cent of the group had no psychiatric signs or symptoms. 
In this group there were 20 subjects with memory defects, 17 of whom had recent 
memory loss, and 3 of whom had remote memory loss not combined with the 
recent loss. These are very common findings in all people past the age of 60, 
however, and such deficits were of no aid in differentiating the foregoing groups. 
Of the total group, 60 subjects had recent memory loss and 11 had remote mem- 
ory loss. When the two factors were combined, they were classified as symptoms 
of a non-psychotie organic nature in the absence of other symptoms. Combined 
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recent and remote memory loss was not necessarily a sign of psychosis in our 
groups, though it is invariably present in people with organic psychoses. 


Group characteristics 


With the exception of the psychotic subjects, these groups did not differ 
significantly with respect to intellectual capacity. The psychotic group contained 
no person with better than average intellectual function. 

A number of indices of psychologic adjustment and functioning derived from 
the Rorschach test failed to differentiate between the various groups. 

In regard to age, the severely neurotic patients were clearly younger than the 
normal group. In part, this was due to the fact that many of the neurotic sub- 
jects had hypochondriacal symptoms, and this had been found in a previous 
study (3) to be related inversely to age in this group The implications are that 
hypochondriasis either accompanies a negative survival factor or that it is 
involved with an adjustment reaction commonly seen in the sixth decade. The 
psychotic patients also tended to be younger than the normal group. 

Several ways of testing differences in socio-economic parameters were used. 
First there was the separation into groups of still-active or former professional 
people, and retired workers in the community. There was no difference between 
these two groups. 

The index of status characteristics score which is derived from combined 
ratings of occupation, source of income, type of house, and residential area 
showed no difference between the neurotic and the normal group. This scale, 
incidentally, yields ratings which correspond rather closely to the grouping of 
our community people as listed previously. The Chapin Living Room Scale 
score, which is a rating derived from scores for various types of living room 
furniture and the condition of this furniture, again did not differentiate neurotic 
for normal groups. 

Various social adjustment ratings were examined in an effort to point up 
differences in the patterns of present adjustment of the neurotic and normal 
groups. On a master rating, personal adjustment in the neurotic group was 
found to be significantly lower than in the normal group; in the severely neurotic 
group it was lower than in the mildly neurotic group; the latter were more like 
normal subjects. This tendency for mildly neurotic patients to be more like the 
normal subjects was present throughout the study. The total activity score, 
derived from the over-all scoring of the Chicago Activity Inventory, indicated 
significantly less social activity in the severely neurotic group. The statistical 
significance of these over-all ratings—which are somewhat in the category 
of a social diagnosis roughly comparable to a psychiatric diagnosis in cases of 
heurosis—was probably based on overlapping of the variables which affected 
judgments regarding them. For this reason, the over-all scales were broken 
down into specific ratings with respect to attitude toward such matters as 
health, friends, work, security or religion. 

The specific areas in which the neurotic patients were definitely different from 
their peers was in relation to health attitudes. This attitude is derived from a 
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combination of the person’s own rating of his health and his feelings about it, 
and the number of days spent in bed in the previous year. The severely neurotic 
patients were worse than the psychotic patients in the community in this respect, 
and both were considerably worse than normal subjects. There were strong 
trends toward differences between neurotic and normal subjects in terms of their 
evaluation of over-all happiness in life and in terms of their attitudes toward, 
and the number of friends they had. The pronounced difference in health attitudes 
may have been influenced heavily by the fact that 16 of the 25 severely neurotic 
patients had moderate or severe hypochondriasis. In previous studies (3, 4) the 
hypochondriacal subjects invariably had a larger number of symptoms than did 
their normal controls, but the actual state of their physical health was no dif- 
ferent. For this reason, the difference in health attitude is presumed not to 
reflect poor physical health but only neurotic concern with it. 

There was no difference in attitudes toward work and leisure-time activities 
between the two groups. This was probably a reflection of the fact that the 
neurotic subjects were selected from a group of community people presumed 
from the start to be functioning normally, and were not selected because they 
were disabled sufficiently to be under psychiatric care. Another factor may have 
been an intrinsic difference between this region and other areas of the country. 
There seems to be a high tolerance for neurotic symptoms, with the result that 
people tend to continue their usual activities in spite of feelings of discomfort. 


Predisposing factors 


Physical functioning was of potentially great importance in this geriatric 
group because of the limitations imposed by physical impairment. We devised a 
system for appraisal of physical functioning, as follows: 

1. No illness. 

2. Pathologic condition, but no disability. 

3. Up to 20 per cent disability. 

4. Up to 50 per cent disability. 

5. Up to 80 per cent disability. 

6. Up to 100 per cent disability. 

When this rating was applied it was found that neurotic and normal subjects did 
not differ. The psychotic group contained more persons with some disability 
than did the normal group, but the mixed and pure non-psychotic organic group 
was like the normal group. In a previous study it was found that depressed 
patients had more pathologic disorders (3) but not more disability than normal 
subjects, and that hypochondriacal patients had many more symptoms than the 
total group but had the same distribution of disabilities as in normal subjects. 

In the present study, the severely neurotic group (including many hypo- 
chondriacal subjects) had significantly more physical complaints, as expected. 

Previous psychiatric illness was the area in the patient’s medical history most 
likely to be related to neurotic symptoms in advanced years. Past histories 
suggestive of psychoneuroses were frequent among the severely neurotic patients, 
but were relatively rare among the normal subjects. Neurotic conflicts, especially 
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in the sexual area, were difficult to identify clearly during the period of examina- 
tion, but they were present in at least 26 subjects; there was, however, no 
preponderance in the severely neurotic group. This indicates that overt sexual 
conflict, readily diagnosable initially, is not in itself an important precursor of 
late adult neuroses. 

A history suggestive of character disorder was also difficult to establish in the 
time allotted for the interviewing. Only 8 cases were noted in the entire sample 
of subjects. A history suggestive of psychotic episodes was found in only 10 
eases, 6 of these being in the neurotic group. The numbers were too small to be 
tested for statistical significance. Most of these patients had been hospitalized for 
treatment. 

The subjects were questioned concerning memories of enuresis and nightmares 
in early childhood. Early childhood memories are apt to be deeply repressed in 
adults, and a great time span intervenes. Nevertheless, 36 cases of childhood 
enuresis and 49 of nightmares were found. Thirty-six per cent of the severely 
neurotic patients remembered nightmares, as did 22 per cent of the normal sub- 
jects. Thirty-five per cent of the severely neurotic patients remembered enuresis, 
as did 17 per cent of the normal subjects. These differences were not statistically 
significant, and would obviate the emphasis laid upon them in ordinary psychi- 
atric work-ups. 

Socio-economic and educational levels, and marital status and adjustment were 
similar in the neurotic and normal groups. Most of the subjects resided in an 
urban area at the time of examination, although many of them had spent most 
of their lives in a rural area; this residential factor did not seem to bear any 
etiologic relationship to the development of neurosis. 

On the basis of sex, there was no significant statistical difference between the 
neurotic and the normal subjects. In the total sample, the sex ratio was 116 
females to 106 males; however, 10 of the 14 psychotic patients were women and 
15 of the 25 severely neurotic patients were women. In the total sample, the 
racial ratio was 73 Negroes to 149 whites; 4 of the 14 psychotic patients were 
Negroes, as were 7 of the 25 severely neurotic patients. 

In some studies, the sibling position in the family was found to be related 
positively to the occurrence of psychiatric illness, but this was not true in our 
series. Neither did the size of the family differentiate the groups. 

Classification according to the father’s occupation indicated that nearly 50 
per cent of the whole group came from farm families, but there was no significant 
difference between neurotic and normal subjects in this respect. Investigation of 
the economic position of the family when the subject was about age 12 showed 
that many more normal than severely neurotic persons came from families who 
were well-to-do. A history of nervous or mental disease in the parents or siblings was 
as frequent in the normal group as in the neurotic group. 

The normal and the neurotic subjects were closely similar in their teens with 
respect to their health status and the number of friends they had of the same 
and opposite sex. This tends to rule out bad health and social isolation during 
the teen-age period as factors predisposing to neurotic illness in later life. 


I] 
it, 
‘ie 
t, 
ng 
‘ir 
d, 
€s 
‘ie 
he 
id 
if- 
to 
he 
ed 
ey 
ve 
v. 
at 
rt. 
‘ie 
id 
ty 
up 
ed 
al 
he 
ts. | 
d. 
st 
es 
ts, 
ly 


E. W. BUSSE AND R. H. DOVENMUEHLE Vol. VIII 


SUMMARY AND CONCLUSIONS 


A group of 133 psychotic and neurotic subjects taken from a sample of 229 
community volunteer subjects past the age of 60 has been classified and de- 
scribed with respect to social characteristics. The relationship of neurotic illness 
at the time of examination to various predisposing factors has also been investi- 
gated. 

It was found that psychiatrically classifiable neurotic illness in a group of 
normally functioning older persons does not have the pattern of social or predis- 
positional characteristics that would be expected on the basis of studies on 
hospitalized or institutionalized patients. Further detailedstudies are necessary 
in order to determine the exact nature of the difference between ‘‘psychiatric 
disease in the community” and “psychiatric disease in a treatment setting.” 
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CULTURAL ATTITUDES TOWARD AGING AND THEIR IMPLICA- 
TIONS FOR PUBLIC PLANNING* 


ELIAS 8. COHENT 


Office for the Aging, Pennsylvania Department of Public Welfare, Harrisburg, 
Pennsylvania 


Ever since the Council of State Governments published its broad study in 
1955, there has been an increasing interest on the part of State and Federal 
agencies to alleviate what are commonly called the problems of the aging. Time 
and time again, state by state, we are advised of the growing percentage of 
elders among us, their diminished income at a time of life when health costs and 
needs are highest, the dreadful aspect of loneliness in later years, inadequate 
housing, insufficient health facilities available for the aged, employment barriers 
facing seniors, enforced chronologic retirement, and so on. Emphasis falls on 
the problems facing this segment of the population. That the concern is great 
there can be no doubt. Indications of this concern are the number of bills in Con- 
gress each session concerning programs for older persons, and the scheduling 
of a White House Conference on Aging for January 1961 (presumably prior to 
the inauguration of the next president). 

As many have pointed out, the rush of interest is not due so much to the 
fact that aged persons are new phenomena, but that there are so many of them. 
To put it another way, the problems are now sufficiently troublesome as to de- 
mand public attention. 

With few exceptions, those responsible for the development of public programs 
have attacked the problems in traditional ways. Typically, aged populations 
have been studied and whenever possible rates of growth or decline of the older 
population have been established. The needs of housing and health, public 
assistance, clinic programs, mental health programs and others have been pre- 
dicted, or existing programs have been altered to accommodate these needs. 
In the process of obtaining information, hearings have been held, conferences 
conducted, committees organized, and the spotlights focused on what is un- 
doubtedly one of the gravest population problems of our country. All this has 
taken place in an effort to secure an appropriate appreciation of the problem’s 
magnitude from members of the body politic, the contributors to private philan- 
thropies, the church, the volunteer workers, the host of public and private 
organizations, and the individuals who singly or together furnish the necessary 
resources. 

Many programs have come into being on this basis. Yet there is general 
agreement that the public planners are barely scratching the surface, and that 


* Presented at the 36th Annual Meeting of the American Orthopsychiatric Association, 
San Francisco, California, March 30-April 1, 1959. 

+ Commissioner, Office for the Aging, Department of Public Welfare, Harrisburg, 
Pennsylvania. 
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the problems of the aging population continue to mount as the numbers groy, 
Interestingly enough, no program has been suggested on even a 50-year basis 
which would pretend to solve these problems. Even New York State, which has 
undoubtedly produced the most substantial documents for public programming 
while suggesting the most progressive state program of administrative and 
legislative action, has not taken hold of the problem in its most massive con- 
ception and given the imagination full rein in blueprinting a program for older 
life in our society. 

There is a reason for this reluctance. It is not due to failure of the concept that 
“the art of polities is the art of the possible,” nor is it that solutions are beyond 
comprehension. Rather, it is a fundamental oversight of the phenomenon basic 
to all of the problems discussed in the reports of the several states. 


BASIC PROBLEMS IN AGING POPULATIONS 


Cultural exclusion of the aged 


Two years ago, Linden (1) outlined at the thirty-fourth annual meeting of 
this society the basic problems which tend to be overlooked when considering 
the aging and aged. He pointed out that ‘“‘correction of a variety of social fae- 
tors...can help restore the process of aging to its respectable and rightful 
position in the human life eycle....QOur society presents an atmosphere of 
cultural exclusion to the aged.” 

The rejection of the aged and aging is to some extent.an American phenon- 
enon. It is a pervasive cultural factor that is evident to all who view the con- 
ditions we tolerate for our older population. Perhaps what is so striking is that 
the evidence exists in all quarters—among the professions which traditionally 
serve people, in the family, in industry, in labor, and throughout the fabric 
of our society. Lerner (2) has recently written that our culture treats “‘the old 
like the fag end of what was once good material. ... The most flattering thing 
you can say to an older American is that he ‘doesn’t look his age’ and ‘doesn’t 
act his age’—as if it were the most damning thing in the world to look old.” 


Reasons for attitudes 


To be sure there has been some recognition of this phenomenon, although it is 
startling to consider how little attention has been given to it in terms of public 
planning. There has been considerable theorizing about the American nega- 
tivism toward the elderly, and Linden, who has given the matter more attention 
than anyone, has outlined the forces which “tend to undervalue senescence and 
to create a large group of elder rejecting attitudes and impulses” (3). Among 
other things, he lists these forces as sociologic and psychologic needs and reactions 
within the older person, emotional influences to which the older person is ex 
posed, and the effect on other members of the family. 

Burgess (4) offers as the principal reasons behind the change in the relation- 
ships between the older and younger generations in the last century, the follow- 
ing: 
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1. The shift from an agrarian to an industrial society. 

2. The shift from rural to urban concentrations of population. 

3. Growth of cultural diversity. 

4. The realities of urban life, which involve smaller family size, smaller 
dwelling units, and the increased expense of adding a new member to the family. 

Burgess takes the somewhat dim view that because of these changes the 
“association of two generations will no longer be a matter of routine, custom and 
duty.” To his list of the causes of our altered cultural attitudes we might add the 
change in educational methods, the small number of status positions relative to 
the number of aged, and the change in the type of property owned (7. e., huge 
farms versus small suburban lots). 

These, however, are not entirely satisfactory explanations. For example, they 
imply that the aged were and are held in higher regard in rural communities 
than in urban communities. Actually, the picture is quite different if we look at 
how rural America has treated its homeless, sick and dependent aged by means 
of county homes. Many of these homes today are little better than the almshouses 
of yesterday; in many of them we can still find jail cells to house the frail wisps 
of women who are confined merely because they wander, chatter, sing and rock 
incessantly. Moreover, these county homes are not cut off from civilization, for 
truly no one is today. They are visited by members of the medical profession, and 
the social agencies of the community know them, tolerate them and indeed use 
them as a social resource. In many ways the aged of the cities have fared better. 

In contrast, some of the European cultures, have experimented with a wide 
array of services to keep the older person an integrated part of society through 
the imaginative exercise of social responsibility (5). 

An example has also been set by the concern of the Jewish culture to give its 
aged a place of respect in the family, in its society and in the synagogue, and 
to care for its ill, ailing and dependent aged, even to the relief of anxiety about 
burial in unhallowed ground. Surely, here is a cultural group with an urban 
background of a thousand years or more—a group who at times could not own 
land, but who had a tradition of genuine homage and responsibility for its elders. 

Some aspects of Burgess’s theories may account for our attitudes, but on the 
whole these explanations are too pat. The patterns of behavior are built into the 
culture. Lerner (6) states that “to build a code of conduct toward the old re- 
quires not only personal kindliness but generations of the practice of values 
from which the old are not excluded—of which indeed they are the summation.” 
If this is so, then our attitudes are more deeply rooted than the explanations 
ordinarily presented would indicate. These attitudes, however, are not so deep as 
tolead to inevitable rejection of aged persons by youth as a result of the inherent 
psychologic conflict between young and old. 


Nature of attitudes 


What is it then that makes this great nation deal so shabbily with its aged or, 
to put it more precisely, to think so poorly of them? That we do not think well 
of the aged may be seen in any number of ways: the paucity of organized home 
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medical care programs; the conditions which society, relatives, physicans, 
nurses, social workers and others tolerate in nursing and convalescent homes; 
the typically low weight assigned to aged clients in social service caseloads 
(because this group is assumed to be static and not susceptible to change); the 
lack of utilization of restorative therapies to repair those who are beset by what 
Albrecht and Havighurst have aptly termed the “insults” of old age; the grow- 
ing demand for beds and more beds for older persons, not necessarily sick, but 
in need perhaps of support; our persistent failure to provide day-care centers for 
the aged who have been otherwise rejected; and our employment and retire- 
ment policies that prevent the older person from working. 

The attention given to such problems as housing and health has been sub- 
stantial. The outpouring of material has been concentrated heavily on the aging 
process and the effects of an aging population on society. Between 1949 and 1955 
as many of these articles appeared in professional journals as had been published 
in the previous fifty years. The vast majority, Shock (7) reports, have been in the 
biologic, physiologic and psychologic areas; relatively few have concerned de- 
scriptions of community populations. A review of professional journals of the 
past five years reveals remarkably little on the question of the cultural place of 
the aging in our society and the attitudes of society toward older persons. Notable 
exceptions are: The Annals of the American Academy of Political and Social 
Science for January 1952 (social contribution by the aging); The American Jour- 
nal of Sociology for January 1954 (Reisman’s article, particularly); and the 
various articles by Tuckman and Lorge in other journals (8). Leo Simmons 
(9) has taken a broad anthropological view ranging from his early study of aging 
in primitive societies to his general comments on old age in present societies. 
We make no attempt to provide a catalog of material, but rather to indicate 
how sparse is the literature on the subject. 

Tuckman and Lorge (8) have made numerous and detailed studies on what 
the attitudes are, and their work deserves more attention by public planners in 
attempting to deal with the problems. Similarly, the anthropologists can provide 
insight regarding the factors in societies that provide elders with satisfaction, s0 
that these factors may be applied to American society. We have not been 
precise in studying the reasons for our attitudes, nor have we previously in- 
vestigated their genesis. 


TASK OF PUBLIC PLANNERS 


The public planners, therefore, have a two-fold task: 1) to meet the immediate 
problems which face us by virtue of numbers (societies solved the problems of 
aging for the few long before they could assure any degree of old age for the 
many); and 2) to attack in vigorous fashion the value system and social mores 
that deny the aged a structured framework for satisfactory participation. 

The very fact that our American social structure has undergone such radical 
change with commensurate shifts in values supports the notion that change can 
be undertaken deliberately. One has only to look at a few national attitudes which 
have blossomed over a period of about fifty years, to see the point. Whyte (10) in 
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great detail and with convincing argument draws a disturbing picture of the 
“de-individualization” of modern man and the substitution of the social ethic 
for the Protestant ethic. He points out the deliberate nature of the movement 
and the conscious shifting of values that pervades social organization, scientific 
organization for research, bureaucratization of business, and the structure of 
education. One gets the feeling the shifting is less than accidental. 

Yankee thrift has been replaced by a philosophy of the market place—‘‘buy 
now, pay later’’—to the point where family indebtedness is at the highest level 
in history. This has been a manipulated shift of public opinion. World War II 
alone did not change this nation to one in which movement from brink to brink 
of war has become calmly accepted without protest as an instrument of national 
policy. Yet we can face crises in Korea, Lebanon, Berlin and elsewhere relatively 
undisturbed over the huge risks involved. The fight now is over the inadequacy of 
our war-making apparatus. Has this shift in attitudes been the sole result of 
the cold war, or has something else been done with public attitudes since the 
mid 30's? 

It ought to be possible to deal adequately with the image and place of the 
aged in our American society—in fact, it is our obligation. Tunbridge (11) 
points out the importance of a full and immediate understanding of the sociologic 
factors “if the elderly are to be incorporated into the life of an aging society 
instead of being rejected. Rejection could only lead to complete disruption of 
community life.’ The importance of this phase of the job to those dealing with 
day-to-day problems is well put by Willie (12) who writes, ‘Our work as clinicians 
may produce greater results in some instances if efforts are directed toward 
modifying the social structure that precipitates personal problems rather than 
helping older people adjust. . . . (The resolution of many problems) . . . may come 
about only by instituting deliberate change in society’s structure.” 


NEW CONCEPTS IN PUBLIC PLANNING FOR THE AGING 


Therefore, it is incumbent upon public officials to assume leadership in de- 
veloping new concepts and new views and thus ultimately aid in the adjustment 
of society to its growing number of older persons. The following steps appear to 
be indicated : 

1. Acquire accurate information concerning why we dislike and reject our 
older citizens as we do. It is not sufficient to find out how we reject them or what 
misconceptions we hold regarding them. We must perform, underwrite and 
encourage research projects to discover the underlying causes of this social 
phenomenon. Motivational research has come into great vogue in the commercial 
arena and there is no reason why we should not make use of its possibilities and 
techniques in solving the problems of aging. 

2. Then attempt to change values. To date, many of our efforts have been 
concerned with changing popular ideas avout the older person, by pointing out 
his ability to take part in employment, to enjoy life, and so on. Presenting the 
older person to society as one who can compete in all areas as well as the young 
person, is to succumb to the cult of youthism. The older person undergoes 
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change, although there are relatively few exact studies which demonstrate his 
capacities. There is agreement that, with aging, a point is reached when re- 
action time, physical stamina and other characteristics may diminish, but it 
does not necessarily follow that diminished utility demands rejection. Therefore, 
in our effort to change values we must strive to present the worth of the older 
person in realistic terms. 

3. Create a new image of the older person, through the use of mass media, 
the techniques of the public relations industry, and all the emotional appeals 
which we can muster. If people must have stereotypes, let us provide some which 
come closer to reality. 

4. Develop a sense of, and respect for, tradition. One might think this goes 
beyond our concern for older people; yet it is the societies which have strong 
ties to tradition which show the greatest respect for their aged. Respect for 
tradition is different from respect for antiques. A true sense of tradition reflects 
an appreciation of basic values and the factors on which are built the structures 
of today’s and tomorrow’s democratic society. This concept does not necessarily 
mean stagnation. One has but to cite European and American Jewish culture to 
make this point. This culture has leaned heavily on tradition, but in terms of 
adaptation to vast changes in conditions over a few thousand years, has ad- 
justed to the settings where participation was permitted. A sense of tradition 
has manifested itself in a tighter family group, highly developed social services 
for those who require them, a growing sense of responsibility for those who 
are at a disadvantage, locally, nationally and internationally, and the gen- 
eral disposition to community service. A sense of tradition breeds respect for the 
aged, their civilization and the culture which made them. The resources avail- 
able to bring about the changes in values, the respect for tradition, and the 
creation of a new image must be sought outside of our traditional organiza- 
tions. It would not be beyond the realm of possibility to approach the Na- 
tional Advertising Council on a campaign of this sort. The opinion makers 
might be approached and sold on the objectives outlined here. The goals 
could be kept relatively simple (although the difficulties in achievement might 
be colossal) and the opinion makers could be supplied with a steady stream of 
information and material directed toward these goals. 

5. Organize adequate direction of community efforts in the field of aging. 
This would involve the creation of organizational instruments to which the 
average citizen could relate. At the present time, our efforts in these areas are 
fragmented. We have local committees on aging which may undertake one or 
several projects; we have a variety of church and service groups which may 
undertake some projects for the aging; but we have very little correlated ma- 
chinery so that one group can work with another for the purposes of: a) the 
development of broad meaningful services, and b) the development of units to 
which any person can readily and easily contribute some service on behalf of the 

aging. 

In developing organizations, we should borrow a leaf from the advancements 
made in recent years in the field of mental health. Mental health organizations 
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have sprung up in every county and town of significant size. They bear a rela- 
tionship to one another and, most important of all, have acquainted huge 
numbers of people with the realities of mental illness and have provided a center 
to which interested people may come. This is not to say that the problem of 
our feelings about the aging are analogous to those about the mentally ill. In 
many ways our feelings about the aging are much more complicated. It is not 
socially acceptable to dislike old people. Drake cites a study showing that young 
people, although professing to like old people, hold erroneous and stereotyped 
ideas about them (13). 

Nevertheless, if a sufficient number of persons can be persuaded to work in 
behalf of our senior citizenry at the local level, if their efforts can be coordinated, 
and if they can receive some direction in the areas previously mentioned, there 
will be at least some organizational machinery available to deal with large 
masses of the population, virtually every member of which anticipates facing 
old age. This is not a task which can be left to the professions. Any problem as 
pervasive as that presented by our growing numbers of old persons must have 
political overtones; therefore, as in the case of mental health, popular support 
and understanding are essential. 

6. Develop the aged citizenry into a responsible socio-political force. If we 
wait too long, we may fall prey to the demagogues who would lead an aged 
“mob.” The provision of services to meet present needs may be a temporary 
solution to stave off development of a political burgeon for the aged. However, 
unless we give status and recognition to older people and provide the oppor- 
tunity to participate in satisfactory ways in the family, in organizations and in 
industry, the needs for services, facilities and funds will outstrip the resources to 
provide them. Then these services may be demanded and extracted by sheer 
political force of numbers, perhaps to the detriment of other social responsibilities 
of the general community. 


CONCLUSIONS 


If the vast efforts presently being expended on behalf of the aged by public 
agencies, private organizations and educational institutions are to be effective, 
public officials must add to their present tasks of planning and providing services 
for older people, the task of inculeating new values in the culture. To quote from 
one of Lerner’s comments, “It is not sufficient to be fond of [the aged], to toler- 
ate them, to take reluctant care of them” and to “speak whimsically of their 
crotchetiness and frailties. ...These are far from the genuine homage of heart 
and mind” (14). How to reduce the gap is a major consideration for public 
policy makers. 
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PROFESSIONAL DEVELOPMENT IN GERONTOLOGY* 
WILMA DONAHUE, Pu.D.t 


Institute for Human Adjustment, Division of Gerontology, University of Michigan, 
Ann Arbor, Michigan 


“This is only the third year (1959) that the American Orthopsychiatric 
Association has included aging among the topics for scientific consideration and 
for publication in its journal.”’ (Maurice Linden.) 

This statement reflects accurately the state of affairs in most areas of scientific 
investigation and interest with reference to aging. The emergence of individual 
and social needs has far outdistanced the development of a scientific body of 
knowledge about aging persons and about the effect of demographic and cultural 
factors on society. A further reflection of the failure of science and education to 
keep pace with changes brought about by the increasing numbers of older people 
and their altered status in the population has been the lack of opportunities for 
professional training in gerontology. Without the systematic organization and 
conceptualization of the subject matter of gerontology and without the training 
of scientists in the emerging field, the lag in scientific and professional concern 
cannot readily be accelerated. This paper is concerned with a statement of a) 
early efforts and current developments, b) the emergence of social gerontology, 
and ¢) a training project in social gerontology. 


EARLY EFFORTS AND CURRENT DEVELOPMENTS 


Modern gerontology has its roots in the efforts of two committees, both of 
which were active in the middle 1940’s. One of these, essentially biologically and 
medically oriented, was supported by the Macy Foundation and was known as 
the “Research Club for Aging.”” The other committee was established by the 
Social Science Research Council, and was concerned with the social adjustments 
required to accommodate an aging population. The members of these two 
committees became the core from which the Gerontological Society, Inc. was 
formed in 1947, thus giving formal recognition to a new scientific area of major 
interest. The development of the field by research and teaching personnel in col- 
leges and universities did not, however, immediately take place. It is only within 
the last three or four years that real progress began. 


1. Medical schools 


Since medical science has been the heaviest contributor to the improvement in 
mortality rates, it is natural to assume that it would be the first to be concerned 
with training its members to cope with the effects of increased longevity upon 
the physical and mental health of masses of people. 


* Presented at the 36th Annual Meeting of the American Orthopsychiatric Association, 
San Francisco, California, Mareh 30-April 1, 1959. 
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tology, University of Michigan, 1510 Rackham Building, Ann Arbor, Michigan. 
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This, however, has not been the case—in part perhaps because an issue imme- 
diately arose as to whether geriatrics is a medical speciality and whether geriatri- 
cians should have a place in the spectrum of specialities. 

For example, a seminar on the question of professional training in geriatrics 
which was held in connection with the University of Michigan Ninth Annual 
Conference on Aging (1) was made up of 170 representatives of medical schools, 
the Veterans Administration, and the Public Health Service. A spirited discus- 
sion quickly brought general agreement that departments of geriatric medicine 
would be unwelcome additions to medical schools. 

At the same time, the group recognized that there was a problem and offered 
the following recommendations for its solution: 

“In view of the relatively small numbers of teachers qualified in the field of 
gerontology, it seems wise to establish graduate departments in selected medical 
schools. The function of these departments would not be to turn out large 
numbers of graduates who could practice geriatrics as a speciality, but to produce 
investigators and teachers in this field.” 

The modus operandi recommended to achieve these goals would be a co- 
ordinator for aging who might be a member of any medical school department, 
although it was assumed that he would be in the department of internal medicine. 
He would head an interdepartmental committee concerned with incorporating 
appropriate material on aging into the curriculum content of each department, 
would spark research, and would serve as a liaison officer with the general 
university. Dacso (2) has elaborated this scheme in considerable detail and 
urges the inclusion of aging in all aspects of the medical training program. 

In spite of generally negative attitudes, a few medical schools are forging 
ahead with research and instructional programs in gerontology. The University 
of Kansas was the first medical school to recognize the new field by establishing a 
chair in geriatrics about 1954. Duke University Medical School in 1957 became 
the site of the first Regional Center for Aging Research, with the support of a 
$1,500,000 grant from the Public Health Service, which amount has been 
recently augmented by another grant of $388,000 from the same source for a 
building to house the Research Center. In all fairness, it should be pointed out 
that this Center did not spring full blown, like Minerva from the head of Jupiter. 
Its director, Dr. Ewald Busse, had organized a team of workers at the University 
of Denver early in the 50’s, and this team later moved to Duke University to 
continue its gerontological studies there. Albert Einstein College of Medicine in 
1958 also received from the Public Health Service a grant of $417,939 to 
establish a geriatrics unit for the training of medical personnel and to conduct 
geriatric research. The other, and most recent medical school, to join this group is 
the University of Miami, Florida, which has just announced that it has added a 
department of gerontology under the direction of Dr. Samuel Gertman. This 
department will have responsibility not only for training medical personnel but 
for giving leadership in the training of social scientists and professional workers. 
May we not predict that a trend is in the making, especially when we consider 
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that the annual appropriation by Congress for the National Institutes of Health 
is in excess of $200,000,000, most of which is spent on research and training, 
and in studies of chronic disease and of aging. A report has recently been is- 
sued on the research and training grants made by the National Institutes of 
Health. Of the grants that were active in January 31, 1958, 128 were primarily 
related to gerontology. Of these, three quarters were made to members of med- 
ical school faculties. These studies and projects may well become the forerunners 
of more formal recognition of geriatrics as a special area for research and train- 
ing in the medical schools of the country. 

2. Social sciences 

In the area of the social sciences—sociology, psychology, economics, political 
science and anthropology—there was considerable activity in a few university 
centers beginning in the late 40’s. In 1948, the University of Michigan held its 
first annual conference on aging and the report of that meeting which appeared 
in the following year was the first of the Michigan publications on aging. In 
1949, the University of Chicago published the first of a long list of research 
studies on aging carried on at the institution. Cornell, Columbia, and the Uni- 
versities of Florida and California became active in the early part of the current 
decade. Three state universities—Michigan in 1950, Florida in 1951, and Iowa in 
1953—established institutes of gerontology whose functions were largely in 
research and coordination. The University of California has expanded the pro- 
grams of its Institute of Child Welfare to include studies of older adults and thus 
to become the Institute of Human Development. 

It is not surprising, then, to find that as recently as 1956 the seminar on 
professional training at the University of Michigan Ninth Annual Conference on 
Aging was ready to agree with its chairman a) that middle age and old age are 
identifiable periods of life having characteristics that should be studied in all of 
the life and social sciences, and b) that gerontology is a science in its own right 
and, therefore, all professional persons planning to work with older persons 
should have specialized training throughout their preparation in didactic instruc- 
tion and field work. This seminar went a step further and identified the need for a 
“generalist”’ in gerontology who was defined as an individual who has broad 
knowledge of the characteristics, needs and circumstances of aging and aged 
persons, an understanding of aging as a social-cultural phenomenon, and a 
knowledge of community organizations and resources. 

Three conclusions reached by the seminar were reflections of an accelerating 
increase of activity in the study of the behavioral and societal aspects of aging. 
A survey of university instruction and research made by the Division of Gerontol- 
ogy at the University of Michigan in 1957 showed that at that time 50 colleges 
and universities were offering a total of 72 courses in some phase of gerontology, 
and 13 others had courses in prospect for the immediate future. The survey also 
showed that 29 master’s theses and 19 doctoral dissertations on the subject had 
been completed within the preceding five years. 
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Obviously, in comparison with the extensive training offered in the older wel] 
established fields, the amount of academic training in gerontological research and 
study is negligible. The sharp up-turn of the last five years, however, indicates 
that there is evolving an awareness of the dimensions of a new scientific field and 
that increasing numbers of scientists are enlisting themselves in its study. 


THE EMERGENCE OF SOCIAL GERONTOLOGY 


Although by the mid 1950’s the field was still not clearly defined by the re- 
searchers on aging or by the educators in their considerations of the need for 
specially trained personnel, these efforts were nevertheless the antecedents of a 
new field—social gerontology. 

Social gerontology is concerned with the demographic and cultural factors in 
population aging, with the psychological, situational and behavioral charac- 
teristics and adjustments of aging persons, and with the effects of aging on the 
economic, political and social structure of society. 

In its scientific aspects, social gerontology is concerned with the development 
of a conceptual framework for the study of the behavioral and socio-cultural 
phenomena of aging. In its applied phases, it aims to develop principles for 
guidance of those responsible for the initiation and conduct of programs de- 
signed to serve the needs of aging people and of society. 

Social gerontology draws from the traditional academic disciplines but, as 
Harlan (3) has pointed out, “it is today becoming as distinctive in theory and 
method and outlook as is the study of child behavior.”” Adopting something of 
the method and viewpoint of the behavioral sciences and focusing them upon the 
processes of aging and the aged, there is appearing ‘‘a decidedly different perspec- 
tive regarding older persons” and a new series of conceptions about aging which 
hitherto have been unknown. 


THE INTER-UNIVERSITY TRAINING INSTITUTE IN SOCIAL GERONTOLOGY 


Perhaps the precipitating agent for social gerontology can be fairly identified 
as the Inter-University Training Institute in Social Gerontology established in 
1957. 

This Training Institute is the outcome of the work of a small research com- 
mittee of the Psychology-Social Sciences Section of the Gerontological Society 
concerned with the paucity of college courses in the field, with the increasingly 
insistent demands for personnel trained in both the scientific and applied fields of 
social gerontology, and with the growing numbers of persons seeking to be 
trained. 

The basic issue before the Committee was how to augment the number of 
college and university teachers equipped to train others in the psychological, 
social science and applied aspects of aging in order that the latter, in turn, 
might insure through their own teaching, an adequate supply of persons to fill 
the mushrooming requirements of the new and burgeoning field. 
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In July of 1956 the Committee, with financial assistance from the National 
Instituies of Health, convened an exploratory group! which during a week of 
deliberations prepared the following recommendations: 

1. That a training institute in social gerontology be established to further 
the training of social scientists in the field of aging, thereby increasing the 
number of educators prepared to offer instruction and direct research in 
social gerontology. . 

. That the training institute be organized on a cooperative, inter-university 
basis involving the widest possible geographic spread of educational in- 
stitutions, thus insuring that the effort be national in scope and impact. 

. That the University of Michigan Division of Gerontology be the coordinat- 
ing agency for the project. 

. That the program of the training institute include: 


a. The preparation and publication of systematic technical summaries of existing 
scientific knowledge in the psychological, social, economic and political aspects 
of aging. 

. Special surveys of problems and preparation of materials related to the intro- 
duction of gerontology into the curriculum, and the support of graduate students 
and of research. 

. An intensive four-week training institute for selected college faculty members 
interested in preparing to teach gerontology in their respective universities and 
colleges. 


Pursuant to these recommendations, the following achievements can be re- 

ported to date: 

1. A grant of $205,000 was made to the University of Michigan by the National 
Institutes of Health in January 1957, in support of the Leadership Training 
Institute of Social Gerontology. 

. Sixteen universities were invited to become cooperating institutions for the 
project and an Inter-University Council and Executive Committee were 
formed by their representatives. 

. Three handbooks have been prepared, and are currently in the process 
of publication by the University of Chicago Press, and will be available for 
distribution before the end of the year: 


a. Handbook of Aging and the Individual: Psychological and Biological Aspects is the 
title of one of the books. It is being compiled under the editorship of Dr. James 
Birren. The 24 chapters of the book are organized under three general headings: 
1) the theoretical and empirical foundations of gerontology, 2) the biologic bases 
of the behavioral aspects of aging, and 3) the characteristics of aging individuals. 

. A Handbook of Social Gerontology, the second volume, is under the editorship of 
Dr. Clark Tibbitts. Like the first volume, this one is also organized in three parts: 


‘Members of the conference were: John E. Anderson, James E. Birren, Ernest 
W. Burgess, Ewald Busse, Wilma Donahue, Robert W. Fleming, William Henry, Robert 
W. Kleemeier, Raymond G. Kuhlen, Maurice Linden, Sidney Spector, Gordon F. Streib, 
Samuel H. Thompson, Clark Tibbitts, Otto von Mering and Irving Webber. 
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1) the background and theory of societal aging, 2) the impact of aging on individual 
activities and social roles, and 3) aging and the reorganization of society. 

. Aging in Western Cultures: A Survey of Social Gerontology is the title of the third 
book, which is being edited by Professor Ernest Burgess. It deals with 
the European and British approaches to the solution of various social problems 
related to aging, such as income, employment, retirement, physical and mental 
health, housing, family, and research needs. 


These three books represent the authoritative, technical summaries and 
conceptual organizations of scientific and professional literature on the 
psychological and socio-cultural aspects of aging as it is currently under- 
stood in this country and Europe. 

. The recommendations of the planning committee for preparation of teaching 
aids and assessment of current research and training opportunities have 
also been carried out. 


a. Five teaching syllabi with annotated bibliographies have been prepared and are 
being distributed by the Division of Gerontology, the University of Michigan. 
These syllabi are expected to stimulate instruction, but it is not anticipated 
that they will be used without modification. The titles of the syllabi indicate the 
fields covered: 1) Economics of an Aging Population, by Walter H. Franke and 
Richard C. Wilcock; 2) Psychological Aspects of Aging, by Raymond G. Kuhlen 
and Woodrow W. Morris; 3) The Sociology of Aging and the Aged, by Irving L. 
Webber and Gordon F. Streib; 4) Social Welfare and the Aged, by Gordon J. 
Aldridge and Fedele F. Fauri; and 5) Interdisciplinary Courses in Social Geron- 
tology, by Bernice L. Neugarten, Robert J. Havighurst and.Claire F. Ryder. 

. A survey of university instruction in social gerontology was made in 1957, and 
will be repeated in 1960, in order to assess the extent and rate of introduction of 
training in social gerontology. 

». Another survey—Government and Foundation Support for Social Gerontology— 
has already been published (4). From this survey, it is evident that there was 
almost a total lack of fellowships and traineeships in social gerontology when the 
first survey was made in 1957. 

It should be pointed out that since then the National Institutes of Health have 
begun to support graduate student training in aging, and that programs for special- 
ization in social gerontology were established last fall (1959) by the Department 
of Psychology, Washington University (St. Louis), and by the Committee on 
Human Development at the University of Chicago. 

The survey showed that, as a result of extensive government support, the funds 
for research were in large supply. Since the survey was made, the Ford Foundation 
has included the field of aging in its grant program and has thus augmented materi- 
ally the money available for research, especially with regard to university-com- 
munity centered projects. 


5. The other major recommendation of the planning committee has also been 
achieved through the holding of a four-week Summer Training Institute 
in Social Gerontology on the campus of the University of Connecticut, 
August 3-29, 1958. 

Fellowships to the Summer Institute were awarded to 36 full-time teach- 
ing faculty members out of 130 applications received. The group chosen 
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came from 36 different universities in 25 states and included 15 sociol- 
ogists, 10 psychologists, 3 economists, 3 political scientists, 2 social workers 
with doctoral degrees in social science, 1 anthropologist, 1 educator, and 1 
psychiatrist. 

The Summer Institute program was developed around 2 basic courses. 
The Behavioral Aspects of Aging covered such categories as biology, psycho- 
logical behavior, health and disease, and mental health. Dr. John Anderson 
and Dr. Ewald Busse, with the assistance of many other distinguished 
investigators, served as the staff for this seminar. 

The other seminar—Social Aspects of Aging—was organized to cover 
such areas as background factors in societal aging, anthropology of aging, 
and institutional adaptations to aging. Dr. Clark Tibbitts and Dr. Bernice 
Neugarten were responsible for the instruction of this seminar, along with a 
panel of other experts in the field. 

The two seminars were supplemented by special lectures, field trips, 
film programs and consultation periods. The academic fare was rigorous, 
but all 36 fellows completed the four-week period. They reported that they 
had achieved a new and comprehensive view of the field of gerontology, 
and several indicated that they were making commitments to gerontology 
as a life work. 

In recognition of the success of the first Institute, the Inter-University 
Council sought and received from the National Institutes of Health an 
additional grant of $95,000 to continue the project and to hold a second 
Summer Training Institute in Social Gerontology. This second Institute 
was held August 3-28, 1959, in Berkeley, with the University of Calli- 
fornia serving as host. Forty fellowships for the Institute were awarded. 
The Council again restricted the fellowships to full-time teaching faculty 
members; but one-fourth of the awards were made to faculty members in 
medicine, social work, family life, nursing and public health. The other 
three-fourths of the grants were made to applicants from the social sciences. 


CONCLUSION 


Although large strides have been taken to develop opportunities for pro- 
fessional development in gerontology, much remains to be done. We cannot 
hope to stem the tide of the problems created by the increasing numbers of 
older people in the population; nor can we create the kind of society in which 
they can achieve meaningful roles and a maximum of pleasure and well-being 
by establishing an occasional medical research center in gerontology and a 
handful of university departments offering Ph.D. degrees with specialization in 
gerontology. The pervasive nature of the problem, which involves all persons 
who succeed in living to middle age and all facets of societal life, demands 
nothing less than a full-scale campaign for the preparation of workers in all the 
professional fields concerned. 
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TIMELESSNESS AND RESTITUTION IN RELATION TO 
CREATIVITY AND THE AGING PROCESS* 


LAWRENCE GREENLEIGH, M.D.+ 
Beverly Hills, California 


When the student of human behavior embarks upon the search for those 
persons who retain their productive capacities into the latest years of their 
lives, he soon finds many remarkable examples among creative people. Certain 
questions arise from this observation, among them the following: Does creativity 
as a function of the human personality remain constant throughout life? Does 
creativity diminish with time, but at a slower rate than physical processes? Or 
can creative functions continue to grow, if nurtured, throughout life? 


THE CREATIVE PROCESS AND AGING 


This communication makes no pretense to answer such questions fully, but is 
limited to the discussion of only two significant points among the many issues 
relating to aging and the creative process. 

The first point is that the creative process serves the creative person with a 
mechanism which helps him in regaining the ‘intactness”’ of his personality by 
means of restitution and symbolic replacement for losses, thereby often lessening 
the more destructive physical and psychologic stresses involved in depressive 
reactions sustained by less creative people. 

The second point is that timelessness, as one of the significant characteristics 
of the unconscious part of the personality brought into play in creative activity, 
serves to align the mental and emotional life of the creative person so that he 
attends less to time-bound events and consequently has less awareness—and 
therefore less exaggerated, handicapping concern—regarding his expended 
living time. 


PSYCHOLOGIC ASPECTS 
The problem of losses 


In considering the psychologic problems which accompany the process of 
aging, particular emphasis is usually placed upon the problem of losses and the 
search for means by which the individual may compensate for things lost. 

It is an ironic fact that given the gift of additional life expectancy, one is also 
given the burden of additional years in which to experience with directly in- 
creasing frequency the awareness of impending death, since each person sustains 
a specific, continually growing loss from the moment of his conception—that is, 
he loses the time with which his life has been endowed. Many writers feel that 
in some degree, such awareness is present, even though it may not be consciously 
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perceived, from the moment of birth. At any rate, there comes a time in each 
human being’s life when, unique in the animal kingdom, he becomes consciously 
aware of the fact that inevitably he, too, will some day die. 

As a man grows older he loses increasing amounts of his youthfulness, vigor 
and certain physical capacities; he loses friends and relatives through dis- 
ruptions in social relationships, and through increased geographic mobility 
which often separates him from those dear to him; and finally, he sustains the 
loss of friends and loved ones who precede him in death. The removal from the 
individual of these various supporting forces inevitably affects his conception of 
himself. He feels less loved, and often less worthy of being loved. 

It is not alone the fact of sustaining the inevitable losses which leads to prob- 
lems in his self-image but, more important, it is the type of reaction he exhibits 
in adapting to those losses which determines whether he will have a “‘successful” 
later life, or the opposite—a constricted, “‘unsuccessful” old age (10, 11). 

It is understandable that the person suffering losses reacts with anger, and 
possibly even destructive rage, at having something precious taken away from 
him. The reaction to such loss may be grief and mourning, or it may be neurotic 
depression in its many masks and guises, including hypochondriasis, apathy or 
agitation, compulsive ritualistic behavior, exaggerated rigidity, or even hysteri- 
cal conversion symptoms. 

To offset or reduce the intensity of such reactions, additional sources must 
be found for those “supplies” which nurture the pride and dignity of the person 
who has lost them. In seeking examples of people who seem to be able to recover 


frequently from depressive reactions, or who have neurotic depressions readily 
and come out of them readily, we might do well to look to poets, painters, 
sculptors, composers and creative writers, 7.e., those people who deal with 
intuitive knowledge; also to scientifically inventive people who deal with theoretical 
knowledge; and to others who actively use their creativity in problem-solving 
tasks in their daily lives. 


Restitution 


The theories of many writers emphasize the importance of restitution from 
depression as an unconscious motive in creative activity (4, 12, 13). According 
to Greenacre (8, 9), Kris (14), and especially Lee (16, 18, 19) who has written 
extensively on creativity and the projective features of contemplative artistic 
experience, the creative artist is a more sensitive and perceptive person who is 
more subject to neurotic depressions than are other people. Much of his cyeli¢ 
creativity is due to the fact that it is often initiated as a restitutive activity from 
a depressive reaction in order to regain love from the maternal conscience figure 
by creating an art work which is invested with love. The feeling of being love- 
worthy again may occur to the artist during the tremendously compelling act of 
creating the inspired work, but more often upon completing it, when it “feels 
just right” and the elation has been ‘‘earned” by him. 

Such a lift from depressive feelings can occur not only for the person who is 
the creative artist, but also for the person who is the sensitive appreciator of art 
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works, in that he may utilize the same mechanisms through identification and 
projection, and at times through introjection, which are utilized by the artist 
himself for increasing his own self-esteem. As Lee points out (16), ‘“‘our activity 
of appreciating at a given time either grasps immediately the design and its 
unconscious significance, or else mostly the meanings associated with the subject 
matter.” 

Picasso has said (28): “The picture is not thought out and determined be- 
forehand; rather while it is being made it follows the mobility of thought. 
Finished, it changes further, according to the condition of him who looks at it. 
A picture lives its life like a living creature, undergoing the changes that daily 
life imposes upon us. That is natural, since a picture lives only through him who 
looks at it.” 

Let us look at a few examples of creative work accomplished late in life. 
Titian was able to paint “The Battle of Lepanto,” one of his greatest works, at 
98, and to continue painting until 99; Michelangelo produced masterpieces at 
89, and stated that he lived on “anxiety and death” (26). It is felt by a biog- 
rapher, Adrian Stokes, that the very greatness of Michelangelo’s art may be 
due to his intensely consuming effort to repair his tormented psyche by con- 
verting his feelings of anxiety and death into the timeless forms of his art, and 
that he was able to continue this activity right up to the very end of his life. 
Goya was painting murals on the walls of his house in his 80’s; Goethe completed 
Faust in his 80’s; Voltaire was penning many of his greatest works between 60 
and 84; Verdi composed Falstaff at 80; Frank Lloyd Wright, the architect, was 
still productive at 89, working a twelve-hour day and including a good deal of 
teaching; Arturo Toscanini was conducting symphony orchestras until he was 
87, and was making musical recordings with great perfection and tremendous 
vitality at the end of his life. 

In 1934, Sir Winston Churchill said that he was indifferent to holding further 
public office because he was approaching the age of 60. We might all agree that 
his contributions since that time have most likely outweighed all of his con- 
tributions of the first 60 years of his life, in statesmanship and leadership in the 
Western world during and following World War II; as an additional “bonus,” 
he later won the Nobel Prize for literature. 

It will doubtless be felt by some that the examples cited are exceptional, and 
that such considerations are too remote to have immediate bearing on the 
practical problems of the masses of older persons today who are bored, lonely, 
mildly depressed, physically ailing, and often economically deprived. With this 
point of view I concur. My chief justification for these comments is that our 
efforts must aim to discover means for reducing the constriction in the lives of 
all of our population. By increasing the dimensions of perception, intellectually 
and emotionally, the individual can include in his life more enriching experiences 
which may aid him in extending his conception of himself through the mecha- 
nisms cited. 

Many further examples of exceptional people could be noted, but we may yet 
find that within many other persons in our society there is a capacity for greater 
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utilization of artistic experience. This experience may come either by producing 
art or by appreciating it actively through contemplation of art objects sym- 
bolically in a synthesis which elicits from the appreciator something personal 
and unique to link up with the creative work. Thus is formed an emotional union 
of a contemplative sort which re-establishes the ‘‘at-one-ness” or ‘‘love-worthi- 
ness,” described as an “oceanic feeling’? (5) by so many people who are inspired 
by a great work. 


Timelessness 


Artistic creativity, in its many forms and media of expression, involves an 
oscillation between the concrete, conscious level of the mind and the pre-con- 
scious, or more approximately unconscious, aspects of the personality. In the 
theoretical construct of levels of the personality, one of the main characteristics 
of its unconscious part is the element of timelessness. 

Through artistic channels there is a clearer pathway to utilize this timeless 
part of the personality; another timeless dimension, deeper but no less real than 
the conscious level, is necessarily brought actively into play in the experience of 
creating or of appreciating and utilizing another person’s creative art work. 
This deeper reality is utilized in one’s own need for symbol formation and sub- 
stitution. Consequently, the great products of art have stood “‘the test of time.” 
The great masterpieces have about them a capacity to stimulate and evoke from 
observers, in century after century, a feeling that they have been “inspired” by 
the creative product; that is, the masterpiece represents ‘“‘true art.’’ Thus an 
inspiring work of art proves its value in helping to accomplish‘a job of restitution 
for those who are not only intellectually and associatively involved in its content, 
but more completely and deeply involved pre-consciously in a union with the 
art product which can induce the desired “oceanic feeling.’’ The oceanic feeling 
has been described as an ultimate sense of harmony, as being ‘‘at one’’ with the 
universe; or as the recalled feeling of the infant being securely held and loved in 
his mother’s arms. 

The person whose life experience places value upon making or appreciating 
works of art is likely, therefore, to have some additional measure of protection 
against persisting depressive reactions, because of this capacity for restitution 
from such reactions. It is possible that this mechanism for overcoming the 
depressive feelings and achieving some degree of elation or greater harmony 
may obviate some of the physical stresses usually noted in depressive reactions. 
Through utilizing artistically the element of timelessness in the personalities of 
the creative person, it is possible to orient the self further in such a way that 
there can be healing replenishment of the loved image of the self by interacting 
with and incorporating at a deep level within the self those stimuli which have 
stood the test of time. Since the beauty in art work is so valued, therefore, the 
contemplative artistic experience adds value and a form of timelessness to the 
self-image (16). 

Sensory deprivation 

In this connection, recent studies in sensory deprivation by Lilly (22) and 

others indicate that when stimuli are fully removed from “sensory input,” eve 
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in the voung, there is a propensity for the subject to create imaginary stimuli 
to which he can react through hallucinatory experience. 

Aring, in an excellent paper on senility (1), refers to the relationship between 
sensory deprivation and aging, drawing attention to the fact that in certain 
people aging interferes with the sensory avenues, surely contributing to their 
isolation. He points out that lessening of acuity in sight, hearing and proprio- 
ception, and decreased sexual activity contribute to this feeling of isolation, 
while diminishing flexibility discourages movement and the search for new 
sights and sounds. He cites the analogy of the pulling in of antennae to conserve 
precious energy, and believes that the boredom and monotony of experience in 
later life contribute to this feeling, based on less early effort in building a life 
with broader interests to sustain the self. 


Sensory ‘‘diet”’ 


In keeping with the concepts of sensory deprivation, it would seem that the 
quality of sensory input—that is, the type of sensory “‘diet””—might be improved 
by more deliberate care in selection. It would be well to include the more classical 
works in any creative field, as part of an increased orientation to the inner self, 
to symbols less time-bound, to life, and to the world (or nowadays, the universe). 
In extension of this concept, it would seem applicable to educational efforts that 
further exposures to creative effort and to appreciation of another’s creative 
products would lead to further explorations and enriching experiences. Thus, 
in each artistic experience, the pathway might be discovered anew to a part of 
the self which is not harried or limited by the concept of time. 

Latent creative talent might thereby be activated to a greater degree. Socially, 
we know that the artist is often less of a conformist than others; he is often able 
to disengage himself from stereotyped patterns of living and to spend time in 
reflection, so as to see additional “truths” in the vanguard of constructive social 
change. In times such as these, when “thought control” and social regimentation 
as well as stereotyped thinking are threats to us and to our freedom, it would 
seem additionally wise to have as much tradition as possible in values of free 
creative expression, as part of a greater conception of life having a broader base 
and a deeper reality dimension. Such an orientation, less time-bound, can help 
the individual to evaluate new ideas more flexibly and to live in a rapidly and 
continually changing world, as increasingly he must. 


SUMMARY 


The person who places value upon works of art or creative artistic experience 
will have an additional dimension of protection against persisting depressive 
reactions because of the capacity for restitution from depression through such 
artistic experience. By further access to the element of timelessness in the 
personalities of each of us, it is possible to orient the self in such a way as to 
bring about the healing replenishment of the loved image of the self through 
incorporating at a deep level those stimuli which have stood the test of time. 

As André Malraux observed in his great book, “Voices of Silence” (24), ‘The 
artist has ‘an eye,’ but not when he is fifteen; and how long it takes a writer to 
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learn to write with the sound of his own voice! The greatest painters’ supreme 
vision is that of the last Renoirs, the last Titians, Hals’ last works—recalling the 
inner voice heard by deaf Beethoven: that vision of the mind’s eye, whose light 
endures when the body’s eyes are failing.” 
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GOVERNMENT’S CONCERN IN THE MENTAL HEALTH OF 
OLDER PEOPLE* 


LOUIS KUPLANT 


Sacramento, California 


Any discussion of mental hygiene of the later years invariably must involve 
questions concerning the role of government in this area and why government is 
so concerned about the mental health of its older citizens. Because I am a state 
official, I have been assigned to discuss this subject. In the brief time available 
this assignment must necessarily be highly condensed, and therefore many items 
of importance will receive but scant attention. 

State government has many reasons to be concerned with this pressing 
problem, especially in view of the increase in the number of older people being 
admitted to our state mental hospitals. Government, and society as a whole, 
must be concerned with the humane values involved as well as with making 
every possible effort to achieve the utmost conservation of its human resources. 
If only from the point of view of demographic pressures and attendant costs, 
government becomes the only instrumentality having sufficient resources to 
seek and effect solutions. It is also pertinent to remind you that, by long-standing 
tradition, the responsibility for the care of the mentally ill rests with government. 

In order to emphasize the urgency of the situation faced by government it 
might be well to look briefly at the varied aspects of the problems of aging, for 
in them lie an understanding, not only of government’s current dilemma but also 
of what the future may hold for all of us. 


THE AGING POPULATION 
Increased numbers 


Without question we are faced with a continuing increase in the number of 
people surviving to, and beyond the age of 65. Although there is little likelihood 
that the proportion of people over 65 years of age in the total population will 
increase beyond 10 per cent, the fact remains that from the point of view of 
absolute numbers it will be great. We have now somewhat more than 15 million 
people in the United States who are 65 years of age or older. The net annual 
increase in this group is about 400,000. By 1975, conservative population esti- 
mates indicate that the number will be about 22 million. In view of the limited 
income of those over 65, and the related problems of housing and health, there 
is good cause for government to be concerned. 


Better health 


Another basis for concern is that the physical and mental health of today’s 
65-year-old is relatively quite good. Even if we do not succeed in extending life 
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expectancy much beyond 70 years or so, we shall have more older persons in 
reasonably good health. Since less than 30 per cent of all persons over 65 are in 
the labor force, the question we must ask ourselves is: “What are we going to do 
with all these older people who have completed their primary social responsi- 
bilities of raising families and being economic producers and for whom our 
society has found no acceptable substitute roles?” I submit that this is a most 
pertinent question to raise—one which shall vex us until we come forth with a 
workable solution. 

We are truly on the horns of a dilemma due to a paradoxical development in 
our society. On one hand we are helping people live longer and in better health, 
and on the other hand we are doing everything possible to reduce the span of 
their working-life. Our practice of arbitary retirement at 65 years of age—and 
I am convinced that retirement will soon come at an earlier age—is quite ana- 
chronistic. It is based on an age determined by Bismarck during a period when 
relatively few people attained the age of 65. Yet we are applying it in an era 
in which the average life expectancy at age 65 is more than fourteen years. 


Arbitrary retirement 


Arbitrary or automatic retirement based solely on chronologic age has a 
traumatic effect upon the older person. It deprives him of his major role—a 
producer of economic goods. It also deprives him of economic independence in 
far too many cases. But it may well be that the most traumatic effect of re- 
tirement is the loss of status. In our work-oriented society, an individual’s 
status derives from a paid job. Arbitrary retirement, unreasoningly based 
solely upon chronologic age, removes this all-important source of status without 
providing any meaningful and satisfactory substitute. The resultant reaction is 
one of feeling useless and unwanted, rejected, lonely, bored, frustrated, and 
bitter. Herein lie the seeds for mental and physical deterioration. 


Mental health 


The mental deterioration which is apparently due to the loss of status, the 
loss of motivation and the subsequent withdrawal from life, poses a most difficult 
and costly problem for government—that of providing care in state mental 
hospitals for constantly increasing numbers of elderly people. 


GOVERNMENT PROGRAMS 


Thus government must become concerned with the prevention of mental 
deterioration, and with rehabilitation for those suffering as a result of it. It must 
seek a solution which will enable the older person to be a total adult with all 
that it implies—a mature and flexible person who can grow mentally and spirit- 
ually, continue to learn, accept responsibility for himself and others, see a job 
through to completion, cooperate with others, and be independent in thought 
and action. 

This may appear to be a large order. Yet it is attainable if government in- 
strumentalities will mobilize and use their resources effectively. This calls for a 
determined effort to destroy the popular stereotype that all old people, by 
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virtue of their age, are senile, ill, useless and cantankerous. Only a large-scale 
educational program can bring to the individual, the employer and the general 
public the realization that this stereotype is completely false and that there is 
need for a better understanding of the aging process and retirement and their 
effect upon the aged person. 

There is urgent need to have our society understand that the older person 
must have a meaningful role to play in society and in his community, and that 
mere chronologic age is not an invincible barrier to learning how to do new 
things. Along with these must come an acceptance of the fact that society should 
approve contributions by the older person which are not economically productive 
but which are publicly productive, in that they make contributions to the welfare 
and health of their communities. . 

This leads me to comment upon the creative urge. There are very few people 
who do not possess some spark of creativity, and want to experience the pride of 
craftsmanship. Yet, in our society, very few people can experience these feelings 
through the jobs they hold. More and more our work, even clerical work, is 
reduced to a pattern of routine and endless repetition. Many people day-dream 
about the things they would do if only they were free of their boring jobs. Per- 
haps as leisure becomes more widespread and longer in duration, this dream may 
be realized. But in most cases it is sheer romanticizing. The reality of the situ- 
ation is that, under the present circumstances and the reliance upon spectator 
sports and television as substitutes for creativity and activity, these people will 
continue to be bored and frustrated with a resultant decrement in mental health. 

With retirement from the job, however, the older person can be free to resume 
his old dreams of creativity, providing he is encouraged to do so and not ridiculed 
for his desires and efforts. Government, then, in order to reduce its load of the 
mentally and emotionally upset, must make it possible for the retired person to 
pick up the unfinished business of life which was put aside because of work and 
family responsibilities. 

By this I do not mean that government must take upon itself all responsibility 
for developing and operating needed programs and services. I mean that our 
governmental instrumentalities have a responsibility for encouraging and 
helping communities to do the needed job and to teach them how to use more 
effectively the resources available to them. Government must see to it that the 
older person has an equal opportunity to use public facilities with other age 
groups. All too often, I have encountered educators, recreation leaders, ministers, 
and many others who are convinced that their services and available facilities 
must be used exclusively by children and youth. They reject completely the 
older person and insist that he look after himself. Just think what a traumatic 
effect this must have upon a person who has already suffered rejection by being 
deprived of his job! It is adding insult to injury. Is it any wonder that so many 
older people withdraw into their shells? When they do so they become potential 
cases of mental illness. It is here that government must step in with preventive 
therapy—mainly by helping the older person to find a meaningful role in the 
life of his community. 

There are of course a number of things which become the natural responsibility 
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of government. Because of the time limit, I cannot go into details, but merely 
mention a few. Among them are economic security, health care, and housing, 

I could spend hours telling you of the many things done by the communities 
of California to help their senior citizens remain contributing members. Again 
time intervenes. What I have said, however, is based, not on theory, but on the 
practical experiences and successful efforts of so many of our communities. 

The State of California, through the Short-Doyle Act enacted by the State 
Legislature, is successfully promoting a program of community responsibility 
for mental health. The various programs and services under this Act are avail- 
able to older persons. Also under way are a number of research programs in 
mental health, with state agency sponsorship, which promise to be of great 
significance in bettering mental health in the later years. Among these is an 
extensive research project on the mental health of older people carried on at the 
Langley Porter Neuropsychiatric Center at the University of California Medical 
School in San Francisco. Significant research projects are also under way at the 
California State Mental Hospitals at Napa, Stockton and Camarillo. All of these 
speak most eloquently of California’s state government’s concern about the 
mental and emotional health of its older people. 


CONCLUSIONS 


The near future will most likely bring earlier retirement, which must be planned 
for if we are to avoid increasing mental illness. We must help the elderly to 
adjust to retirement, and accept the fact that retirement is now an important 
part of the total life span. The years of retirement can have meaning and use- 
fulness, and in them the individual can continue to make his contribution to 
society’s well-being. Retirement from economic productivity does not mean 
retirement from public productivity. The older person should be helped to 
develop a ‘“‘second career’’—a picking up of the unfinished business of life. 

If we do these things, we can reduce our problems of mental illness and “senil- 
ity.”’ If we do not do them, we can expect to expend an ever-increasing amount 
of public money for the care of mentally ill older persons. How long can we 
continue to build more and more hospitals? Can we afford to become a nation 
heavily burdened by bed-ridden older persons? 

The problems before us are clearly delineated—clearly enough for us to make 
a choice. What will it be? 
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STUDIES IN GERIATRIC MENTAL ILLNESS: SOME RESEARCH 
PLANS AND ASSUMPTIONS* 


ALEXANDER SIMON, M.D.+ ann MARJORIE FISKEt 


The Langley Porter Neuropsychiatric Institute and the Department of Psychiatry 
University of California School of Medicine, San Francisco, California 


The multidisciplinary research team! responsible for this five-year program of 
studies of geriatric mental illness includes psychiatrists, clinical and research 
psychologists, psychiatric and other social workers, and social scientists. In 
brief, the project’s objectives are: 

1) to determine the medical, psychologic and/or sociologic reasons why large 
proportions of persons in this age group are finding their way to psychiatric 
admitting wards and to mental hospitals; 

2) in the light of these findings to evaluate diagnostic categories and results 
of therapeutic methods commonly applied to this age group; 

3) to add to the growing body of knowledge contributing to the formation of 
publie policy in regard to planning facilities and care for older persons; and 

4) to develop further understanding of ways of ameliorating the physical, 
psychologic and social aspects of aging, especially among the lower socio- 
economic groups in contemporary society. 

In the course of the project it is expected that some experimentation will be 
undertaken with research techniques and instruments currently used in medicine, 
psychiatry, psychology and sociology in the hope of developing adaptations 
especially oriented to the problems of this age group. 


DESIGN OF STUDY 


The study design provides for two phases of the research program: the first 
is an extensive study of 1,200 persons, half of whom have been hospitalized and 
half of whom have not; the second will grow out of the findings of the first, and 
will consist of a series of intensive studies of smaller groups of patients and non- 
patients. This paper is confined mainly to a review of plans for the first, or 

xtensive, phase. 


* Presented at the 36th Annual Meeting of the American Orthopsychiatric Association, 
San Francisco, California, March 30-April 1, 1959. 

These studies were conducted under a grant from the National Institute of Mental 
Health. 

t Medical Superintendent, The Langley Porter Neuropsychiatric Institute; Chairman, 
Department of Psychiatry, University of California School of Medicine. 

t Coordinator, Geriatric Research Project, The Langley Porter Neuropsychiatric Insti- 
tute; Lecturer in Psychiatry, University of California School of Medicine. 

‘Members of the staff include Dr. Alexander Simon, Director; Mrs. Marjorie Fiske 
Lowenthal, Social Scientist and Coordinator; Dr. Miron W. Neal, Project Psychiatrist; 
Dr. Joel Fort, Psychiatrist ; Dr. Guy Hamilton Crook, Research Psychologist ; Mr. Malcolm 
Roemer, Sociologist; Dr. Lawrence Katz, Clinical Psychologist; Dr. Helen Jambor, Social 
>see Mrs. Karen Many, Junior Sociologist; and Mrs. Alide Eberhard, Social 

orker. 
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The hospital sample will consist of first admissions of patients aged 60 or older 
to the psychiatric screening ward of the San Francisco General Hospital; the 
community sample will be drawn from those census tracts of San Franciseo 
which have a higher than average proportion of persons in this age group. This 
sampling device will insure the inclusion of several districts which have high 
mental hospital admission rates among older persons. By selecting persons from a 
psychiatric screening ward of a public hospital, the study is automatically 
focusing on the lower socio-economic levels.2 The community sample, by pre- 
selecting areas of the city where there are disproportionately high numbers of 
older people, will also automatically cover districts representing the lower 
economic strata. 

The principal purposes of the extensive study are: 

(a) to locate the diagnostic, symptomatic or etiologic problems which are 

most promising for intensive medical study and follow-up; 

(b) to isolate the factors which deter or are conducive to hospitalization; 

and 

(c) thus to loeate key sub-samples for intensive study of how these factors 

operate. 

In addition, the extensive study will provide the basis for describing 3 “degree 
of adjustment” groups: 

First, there will be the group sent to state mental hospitals from the screening 
wards, and it will probably account for about two thirds of the 600 in the hos- 
pital section of the sample. These will be persons who, at least temporarily, are 
not maintained in the family or community at large because they cannot tolerate 
their milieu, because the milieu cannot tolerate them, because they are ‘“danger- 
ous”’ to themselves or others, or because persons involved in making decisions 
about their future believe one or more of these conditions to prevail. 

Second, there will be patients admitted to the screening wards and discharged 
after a few days of examination and observation, to take care of themselves, 
to return to family or friends, or to be taken care of in nursing homes or in other 
non-psychiatric institutions. This group will account for about one third of the 
600 in the hospital segment, and it might be characterized as including persons 
about whom family or others in the community (or they themselves) have had 
doubts as to their ability to adjust to the world outside of the mental hospital 
but who, in the judgment of medical and judiciary commissioners, are able to 
do so. 

Third, there will be 600 persons of similar age from the community at large, 
the great majority of whom will never have been hospitalized for mental illness, 
but some of whom may prove to be borderline cases. 

The extensive sample will also be examined from other points of view— 
comparing, for example, patients and non-patients from high-incidence areas 


2 About half of the 100 patients seen thus far have a current income of less than $15) 
per year, and only 3 persons reported more than $5000. Among those on whom educational 
information is available, the majority have had only a grammar school education or less. 
Occupationally, they are about evenly divided between white-collar and blue-collar 
workers. Fewer than 10 per cent fall into professional or executive categories. 
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with those from low-incidence areas, and comparing those from “low-low” 
socio-economic neighborhoods with those from “low’’ and ‘lower-middle”’ 
neighborhoods. 


Extensive study—Hospital 


On January 1, 1959, the research team, after more than 100 trial runs, began 
systematically to examine, test and interview persons 60 years of age or older 
admitted to San Francisco General Hospital’s psychiatric screening wards. They 
arrive at an average rate of 12 per week, and the staff will continue its work 
at the Hospital for about one year, or until 600 cases have been processed. This 
is an average of about 2 cases per working day, but the daily intake fluctuates 
inconveniently. There are at times as many as 8 new admissions, and since some 
patients (about 10 per cent) unpredictably come and go within twenty-four 
hours, staff members must maintain great flexibility in their time schedules. 
In addition, there are often communication difficulties to complicate the inter- 
viewing problem. Thus far, about one third of the patients in the study sample 
could provide little or no useful information in an interview. The sample is still 
too small to permit tracing major patterns of incommunicability; the first 100 
patients have included the comatose, persons with speech or hearing difficulties, 
the deluded or hallucinatory, severely deteriorated persons, and 2 who spoke 
languages for which no interpreter was available. Some of the patients who cannot 
be “interviewed” can, however, be given psychologic tests. 

The project’s clinical psychologist reports that thus far only about one fifth 
of the patients in the sample have been completely inaccessible to testing; 
another third have been only partially testable, mainly because of visual diffi- 
culties (eye glasses may be inadequate, removed, left at home—or not helpful). 

Actually, the staff had anticipated an even higher proportion of noninter- 
viewable patients, assuming that much basic information about the patient, 
as well as essential material on interpersonal relations, would have to be pro- 
cured by interviewing collateral informants, such as relatives, friends, landlords, 
and personal physicians. Interviews with one or more collaterals per patient are 
being conducted whenever they are available in the Bay Area. Contrary to some 
prevailing assumptions, the older persons who find their way to these psychiatric 
wards are not predominantly social isolates. In fact, of the first 100 patients 
processed, fewer than 10 per cent had no accessible and informed collaterals. 
About half of them had relatives or acquaintances in daily contact. 

The research staff’s processing of cases must also be fitted into the regular 
routines of San Francisco Hospital. Time schedules must be adjusted not only 
to meet a fluctuating daily intake of patients, but to avoid ward rounds, court 
hearings and medical routines. For reasons of space and time, and in order to 
minimize interference with the regular ward staff, testing and interviewing are 
conducted on the often crowded and usually noisy wards, where opportunities 
for privacy are extremely limited. 


Research instruments 


_ The medical schedules, for which the project psychiatrists are responsible, 
Include data based on physical, neurologic and mental examinations. Social 
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interviewers collect the medical history, from the patients themselves, from 
collaterals and, when necessary, from social welfare agencies. When significant 
gaps in the medical history appear, the project psychiatrists procure additional 
information from personal physicians and other hospitals, if available. 

The medical schedules include descriptions of psychopathologic characteris- 
ties, such as chronic, deteriorating, organic brain syndromes; acute, reversible, 
organic syndromes; and “functional” psychiatric syndromes. Of the first 100 
cases diagnosed by the project psychiatrists, half have fallen into the chronic, 
and one fourth into the acute brain syndrome categories. Affective disorders 
account for somewhat more than 10 per cent. About two thirds of these patients 
have been committed to state mental hospitals. Thus far, no particular diag- 
nostic differences are noticeable between those who are committed and those 
who are not, except that patients admitted for acute alcoholic intoxication are 
more likely to be discharged. 

The medical schedules are also designed to collect clinical data which, in later 
phases of the study, will be correlated with neuropathologic findings. Routine 
and special reports on the patients who are sent to state mental hospitals are 
being made available to the project by the clinical staffs of these institutions. 
These data will provide the basis for revised diagnosis, as well as for follow-up 
of the patient’s clinical course. 

The project psychiatrists hope eventually to develop more accurate methods 
of distinguishing between reversible and irreversible symptomatology at the 
time of the initial hospital admission, to describe more accurately the “natural 
history” of these syndromes, and to explore, among larger groups of subjects 
than have heretofore been studied systematically, the relationship between 
physical and psychiatric illness in old age. These patterns will, in turn, be cor 
related with a number of sociologic and psychologic variables. 

The series of psychologic tests consists of sub-sections of the Wechsler Adult 
Intelligence Seale, including information, comprehension, arithmetic, picture 
completion, and digit span. The Kent Emergency Intelligence test, a short 
form, is being tried out with the hospital sample, to provide a basis for evaluating 
its usefulness in the community study. After experimentation with a variety of 
tested Thematic Apperception (TAT) cards, the project psychologists have 
found that these cards are not particularly suitable for such cases because of 
the frequency of impaired eyesight. Together with one of the project’s social 
researchers, they are now developing new cards, simpler and clearer in format 
and portraying situations which they assume will be more familiar to this 
particular group of patients. 

Project psychologists also report that thus far there is surprisingly little 
correlation between patients’ achievement on the intelligence tests on the one 
hand and their performance level as indicated by the activities they undertake. 
This diserepancy has stimulated them to experiment with some practical judg- 
ment questions which, like the newly developed TAT cards, seem to be more 
relevant to the day-to-day problems older persons are likely to confront. The 
current version of the Practical Judgment Schedule includes, for example, such 
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questions as: “Suppose you are walking up a long flight of stairs and get very 
dizzy. What should you do?”’; and, “‘What would you do if you woke up in the 
night and smelled smoke?” 

The social interviewers, who interview collaterals as well as patients, have the 
largest series of schedules—some 25 pages of them. In addition, they prepare 
narrative reports of their interviews with patients and other informants. These 
narratives cover the history of the present illness, the various reasons given by 
all concerned as to why the patient was hospitalized at this time, and a descrip- 
tion of the patient’s way of life just prior to hospitalization, including living 
arrangements, the activities of a “typical day,” and social relationships. The 
interviews with both patients and collaterals also include questions about 
attitudes toward aging and plans for the future. In addition, the interviewers 
record major changes that have occurred in the patient’s life since he was about 
50 years of age, such as changes in work or marital status, health, place of resi- 
dence and the like. Results of the first 100 interviews indicate that, regardless of 
diagnostic classification or of the ostensible or stated reasons for admission, 
many, possibly a majority of patients, have experienced several such changes 
within the previous five years. 

An “Activity Seale” is also administered by the social interviewers. Nearly 
allmembers of the staff have spent a great deal of time in developing this sched- 
ule. The project psychiatrists use it along with other reports, for rating purposes. 
Combined with measures of physical and psychologic impairment, it will be one 
of the instruments for comparing the hospital samples with the community 
samples, and for locating the sub-groups to be studied intensively in later phases 
of the project. The Vineland Test for Children is its prototype, and it covers 
16 areas of activity, including locomotion, self-maintenance of various kinds, 
communication, work, and social and leisure-time activities. In later phases of 
the project, this instrument may be refined and validated, and possibly standard- 
ized with a representative sample of older persons. 


Extensive study—Community 


The principal objective of the community section of the extensive study is to 
determine whether there are persons in the city at large who function on about 
the same activity level as persons who are hospitalized, and have similar physical 
and psychologic disabilities. Assuming that some such persons are found, the 
next step will be to determine what characteristics, personal or social, distinguish 
them from the group which has been hospitalized. On the basis of the comparison 
made between the hospitalized and non-hospitalized group, all factors which 
seem to differentiate them will be isolated. During the second phase of the 
project, sub-groups of patients and non-patients will be drawn for intensive 
study in order to determine which factors are crucial, and how they operate 
to deter hospitalization. 

That borderline groups will be found among both hospitalized and community 
sub-groups would seem not too rash an assumption. Data collected in the Hos- 
pital (corroborated by the impressions of professional personnel of hospitals in 
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many parts of the country) suggest that many older persons who have been 
committed do not require hospitalization for strictly psychiatric reasons. On the 
community side, the Midtown” studies of Rennie and his associates, (1), the 
“Stirling County” studies of Leighton and his colleagues (1), the New York 
City study of Kutner, Fanshel, Togo and Langner (2), and the recent work of 
Hollingshead and Redlich in New Haven (3), to say nothing of numerous war- 
time studies, make it clear that there are persons of all ages in the community 
at large who, by current standards, belong in a mental hospital or require some 
kind of psychiatric treatment. 

The field work in the community, which is to be conducted by the Survey 
Research Center of the University of California (Berkeley), will rely heavily 
on the Activity Seale and the Health Questionnaire used in the Hospital. These 
instruments will be used to develop rough measures of activity level and degree 
of physical and psychologic impairment. They will not be used “blind,” however. 
For the hospital sample, the results of these schedules can be compared with the 
psychiatrists’ and the psychologists’ findings, thus providing one measure of 
validity. Second, persons in the sub-groups of the community sample who are 
selected for intensive study in the later phases of the project will be examined by 
project psychiatrists and psychologists, thus providing a post-factum measure 
of the validity of the key instruments. 

In addition to these crucial screening and matching schedules, the community 
questionnaire will include background data and both structured and open-ended 
questions designed to elicit information on a wide variety of personal and en- 
vironmental variables. 


Tentative concepts for data analysis 


Some analytical concepts and models are implicit in the research design and 
will be tested out in a preliminary analysis of the first 150 cases. Inevitably, a 
number of such concepts will be dropped and others modified in the course of this 
testing process, while new ones will grow out of the data themselves. 

There are two particularly challenging problems to which the staff hopes 
the project may make at least a small contribution. One is the development of 
models for assessing the comparative importance and interplay of physical, psychi- 
atric, psychologic, cultural, economic and social factors in relation to the mental 
health of older persons in the lower socio-economic groups. This problem will first 
be approached by experimental manipulation of the quantitative data from the 
two large samples, in order to shed further light on tentative findings which have 
emerged from small-sample studies undertaken elsewhere (that personality 
disturbances are related to the development of senile psychosis, for example, and 
that it is more likely to develop among lower socio-economic groups, whereas 
psychosis with cerebral arteriosclerosis is suspected to be free of class-links and 
not so much related to previous personality characteristics). 

A second challenge lies in the development of methods for analyzing changes in 
the individual and his circumstances, and the relationship between such changes 
and the development of psychiatric problems. Some preliminary concepts for 
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approaching this problem should be developed from a qualitative analysis of the 
brief protocols gathered in the two large sample studies, and these in turn should 
provide the basis for developing constructs useful in the collection of detailed 
ease history materials from small sub-groups. A particularly provocative idea 
which may be pursued in this connection is one advanced by Tyhurst, namely, 
that some seemingly disturbed transition states, including those that accompany 
changes in the aging process, may be ‘“‘normal.’”’ A period of recoil and turmoil 
may, with guidance, provide an opportunity for developing modes of adjustment 
and growth. Denial of change, on the other hand, may prevent constructive use 
of such periods (4). 

Other plans for analyzing the data have more precedents which can be drawn 
upon, and will perhaps be more realizable. The narrative reports of the inter- 
views with patients and collaterals are so designed as to provide the basis for a 
fairly thorough-going analysis of the “decision-making” that leads to admission 
to a psychiatric screening ward. The roles of all persons directly and indirectly 
involved will be explored, as well as the reasons—predisposing and precipitating, 
public and private, ostensible and real—they give for recommending or imple- 
menting hospitalization at this particular time. At the moment, it appears that a 
number of different decision-making patterns will emerge, varying with the 
nature of the disorder and with socio-economic factors. In some “‘chronic’’ cases, 
for example, changes in environmental circumstances, and the tolerance level of 
collateral persons in the environment (including staff on medical wards or in 
nursing homes) appear more decisive than changes in the patient. In acute cases, 
panic, lack of knowledge of alternatives, or a ‘‘vindictive motive” on the part 
either of the patient or a collateral may be significant. Regardless of the nature 
of the illness, social variables, including national or racial origins, religion, 
and social environment seem to have a direct bearing on the decision. 

In some neighborhoods, patterns of informal communication appear particu- 
larly crucial. For example, there are clusters of city blocks where information 
networks, manned, often unknowingly, by such persons as policemen, physicians, 
bartenders and landlords, appear to provide a “know-how” about the procedures 
involved in getting into a psychiatric ward that is not so readily apparent in 
other parts of the city (5). Generational differences in attitudes toward in- 
stitutional care may also play a role, particularly among patients who have 
children or nieces and nephews who assume responsibility for them. Those 
patients in the sample who are able to communicate often show a fierce inde- 
pendence; on the other hand, more than one 40- or 50-year-old “child” has 
displayed indignation that the State, in spite of all the taxes he has paid, has no 
facilities to care for his not-very-ill parent. “The Government,” observed one 
son who lives twenty miles from his mother but hadn’t seen her in three years, 
“does not take very good care of old people.” 

As the study moves into the phase of intensive analysis of detailed case his- 
tories, some of Riesman’s concepts of generational differences in “inner” and 
“other” directedness will be explored, for in many cases attitudinal material 
will be directly available from three living generations and, in the recollections 
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of the older respondents about their parents and grandparents, indirectly from 
one or two more. In these intensive studies, the personality of the “child” will 
need also to be taken into account. There have already emerged a few cases in 
which the child is clearly ‘“‘revengeful,’’ and the resentment increases as the 
responsibility for decision-making increases. 

Decision-making in regard to the disposition of the patient on the psychiatric 
screening ward or in the mental hospital also goes on within the institutions 
concerned. Not only official policies and directives, but the predispositions and 
premises of hospital personnel have a bearing on whether a person is admitted 
to the screening wards in the first place, and what happens to him after the 
screening period is over. An exhaustive study of this problem would be a project 
in itself. For now, it may be possible to explore the reasons for the different 
disposition of a few cases similar in diagnosis and degree of physical and psy- 
chologic impairment. 

The other side of the coin will consist of an analysis of factors which serve as 
deterrents to hospitalization. Here again the extensive study is expected to pro- 
vide clues for follow-up in the intensive phase. Deterrents which may prove 
rewarding to explore include both cultural and biologic-genetic factors. In 
regard to the latter, because of limitations of time, and resistances on the part 
of both patient and collaterals in the admissions ward context, it is not possible 
to collect more than minimal data about time of, and reasons for, death, and 
about the physiologic and psychologic concomitants of aging among the patient’s 
parents and siblings. These minimal data, however, may provide enough clues 
to decide whether an exploration of such factors should comprise a significant 
aspect of the intensive phase of the study. If so, careful sampling procedures 
will have to be developed to provide the basis for differentiating between biologic 
aspects and circumstantial phenomena such as class status, ethnic origins and 
personality characteristics, including life-long habits of thought and behavior. 

Conceivably, for example, class differences may influence the decision for 
hospitalization as compared with some other alternative. Findings recently 
reported by Kadushin at Columbia University may prove to have counterparts 
in this study. Working mainly with middle-aged and younger people, Kadushin 
found marked class differences in the reasons given for seeking psychotherapy. 
People from the working class often came, not because they were aware of a 
problem but because someone else—an employer, a doctor, or a friend—was. 
White collar people tended to seek therapy because they had physical symptoms 
which were not alleviated by medical treatment. Business people usually arrived 
at the clinic in order to alleviate or resolve marital conflict. And professionals 
came because they themselves were aware of diffuse emotional discomfort (6). 
The current project will not include many middle or upper-middle class persons, 
but a comparison between blue-collar and white-collar groups should reveal 
whether mental hospitalization is more readily suggested and accepted within 
one group than another. 

Perhaps a similar story may be told from an ethnic point of view, regardless 
of class. There are, for example, disproportionately few Orientals among older 
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first admittees, both in the present sample and in California state mental hos- 
pitals in general. Does the high status associated with advanced age in many 
oriental societies have a bearing on this fact? Or is it a result, rather, of the fact 
that Orientals have a lower rate of arteriosclerosis (7)? 

Not yet known, and one of the principal questions facing the project staff, 
is whether, regardless of statistical frequency, the cerebral damage secondary to 
senile and arteriosclerotic neuropathologic changes cuts across and obscures class 
or ethnic lines. Once such a disease of old age is acquired, is it handled differ- 
ently? What role does the presence or absence of successful “models of aging” 
play, for example? Or the conscious anticipation of, and planning for old age? 
What is the natural history and clinical course of these geriatric disorders? Can 
more specific criteria for diagnoses be established? Can serial electroencephalo- 
grams assist in determining prognosis and can they be correlated with the in- 
tellectual changes and finally with the neuropathologic findings? These are some 
of the questions that are being asked. 


COMMENT 


It is by now a truism that contemporary American goals and values do not 
prepare people for successful or even comfortable aging. In fact, there are few 
standards or benchmarks, except that the person who shows the fewest outward 
signs of the stereotype of aging is usually looked upon as having aged most 
successfully. Employment policies, family customs, the heroes and heroines of 
the mass media, and, until recently, even the allocation of foundation and 
governmental research funds, have all provided eloquent, if indirect, testimony 
to the wish to avoid reminders of the aging process. 

Research groups at Chicago,’ Cornell’ and elsewhere, report that good morale 
or “successful aging”? among older people is most common among the upper 
socio-economic groups, least common among the blue-collar workers. One 
possible explanation, in addition to the obvious ones of economic resources and 
social tolerance, is that social classes differ in their exposure to models of aging 
and in their habits of planning.* The advanced education, the professional, 
business and civic activities of the middle and upper groups in our society are 
all conducive to the practice of foresight and imaginative anticipation. Ac- 
quaintance with successful models of older persons in literature, art, music and 
life itself is also presumably more frequent and prolonged in the middle and 


upper groups. 


3 The “Kansas City’’ study, conducted by the Committee on Human Development, the 
University of Chicago, and the study of occupational retirement, conducted by the 
Department of Sociology and Anthropology, Social Science Research Center, Cornell 
University, for example. 

‘ Shortly after these words were written, the special issue on retirement of The Journal 
of Social Issues (Vol. 14, No. 2, 1958) arrived, with its reports on the Cornell Study. Wayne 
Thompson’s article, ‘“‘Pre-Retirement Anticipation and Adjustment in Retirement,” 
demonstrates that not only are favorable attitudes toward retirement in the pre-re- 
tirement period significant, but a realistic anticipation of the practical features of retire- 
ment also facilitates adjustment when the time comes. 
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Such an hypothesis—that the presence of successful models of aging which 
provoke awareness of the aging process and the habit of planning, may cushion 
the older person’s reaction to the changes that are taking place—calls to mind a 
rather striking consequence of the psychoanalytical tradition. Except for pro- 
vocative work by Jung and some of his followers, the theories and questions 
developed by Freud have not been carried forward and applied to problems of 
aging to any extent. An assumption has been made that by analyzing a sub- 
ject’s past and possibly his present, his future would take care of itself. Perhaps 
because a high proportion of our therapy is still with young people, few oppor- 
tunities have arisen for studying the experience of aging—an experience which 
must, for many middle-aged people, amount to a sizable proportion of their 
inner preoccupation, conscious or unconscious. 

In the present study, questions bearing on the roles of awareness and planning 
as deterrents to the stresses of aging must be explored in retrospect, through 
life histories of the patients and non-patients who are selected for intensive 
study. Many of these will be persons who have never been highly skilled in 
insight and articulateness, so the staff’s expectations must remain at a modest 
level. Perhaps at best this project may eventually provide some clues which will 
stimulate our clinical colleagues in psychiatry and psychoanalysis to report on 
how today’s young and middle-aged people anticipate the aging process. 
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THE 1961 WHITE HOUSE CONFERENCE ON AGING: ITS 
RATIONALE, OBJECTIVES, AND PROCEDURES* 


CLARK TIBBITTS 


Special Staff on Aging, U. S. Department of Health, Education, and Welfare, 
Washington, 


One of the final actions of the Eighty-fifth Congress was to send to the White 
House a bill authorizing the President to call a White House Conference on 
Aging to be held in January 1961. On September 2, 1958 President Eisenhower 
signed the bill which then became known as the White House Conference on 
Aging Act, P.L. 85-908. The Act has two major provisions: first, it provides for 
a major national forum on aging to be organized by the Secretary of Health, 
Education, and Welfare with cooperation of other Federal departments and 
agencies and with the aid of an Advisory Committee of citizens and of specialists 
in the field of aging; second, it authorizes appropriation of funds to the States 
to enable them to collect facts about their older populations, to hold one or 
more State conferences for the purpose of developing recommendations for 
action, and to prepare a report to the Secretary to be submitted prior to the 
national meeting in 1961. 

The White House Conference on Aging Act originated within the Congress 
and has had ready support from the Administration. Thus, it may be said to 
reflect the continuing concern of both the legislative and the executive branches 
of the government with the problems arising out of the aging of the population. 
Over the past twenty-five years, the federal government, joined by all State 
governments, has been developing programs aimed at improving the financial 
security, health status, employment opportunities, and housing environment 
of older people. Extensive as these have become, they have failed to keep pace 
with the emergence of newly defined needs and the growth in the older popula- 
tion itself. Members of the Eighty-sixth Congress have introduced more than 
500 bills on behalf of older people during the first two months of the present 
session and supported a resolution to conduct an intensive investigation of the 
broad problem areas of the field. Through the Federal Council on Aging, the 
Special Staff on Aging of the Department of Health, Education, and Welfare, 
and other agencies, the Administration has been conducting a continuing ex- 
ploration of needs and an evaluation of existing programs. The Federal Council 
on Aging has just been elevated to Cabinet status. The White House Conference 
may thus be viewed as a major aspect of the general desire for further definition 
of the situation and guidelines for action. 

In a still broader sense, the White House Conference on Aging Act reflects 
society’s recognition of the need for a total assessment of the circumstances of 
older people and for adapting our system of values and social institutions to 


* Presented at the 36th Annual Meeting of the American Orthopsychiatric Association, 
San Francisco, California, March 30-April 1, 1959. 
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the changes which have taken place in the population and social structure during 
our rapid transition from an agrarian-household economy to a high-energy, 
industrialized, urban economic system. Over the past two or three generations, 
the number of older people in the population has doubled three times. And, 
concurrently, there has been a marked shift in the position of middle-aged and 
older persons in the family, in the community, and in the total economy. Thus, 
it becomes necessary to examine the impact of aging on both the individual 
and on society, and to devise appropriate measures of accommodation. 


CHANGING GOALS AND ASSIGNMENTS 


Relevant to this recognition of the need for accommodation is the fact that 
older people themselves no longer have the bargaining position for status which 
they enjoyed in relatively simple, subsistence economies. Primitive societies 
ascribed status and position to older people on the basis of services which they 
could perform and which were useful to the group. Many older persons were 
able to achieve additional status by reason of the possession of property, tools 
of production, certain forms of knowledge, and the ability to negotiate with 
the spirits or gods which controlled the well-being of the group. In today’s rational, 
highly productive society and rapidly changing culture, these possessions are 
much less widely distributed and, in some cases, have much less value in the 
market place. 

Thus, it becomes necessary for society itself to intervene in order to arrive at 
new definitions of the position of older people and to intercede for them in 
assuring adequacy of income, health services, suitable living arrangements, and 
the other amenities required for the maintenance of dignity and well-being in 
the later years. Intercession of this sort represents nothing new: both public 
and voluntary agencies, programs, and services have proliferated as the under- 
lying economic and social structure has become increasingly differentiated and 
complex. 

We have learned a great deal over the past decade about the nature of the 
aging process in the individual and about the implications of population aging 
for society. We have learned, for one thing, that there is a considerable amount 
of unadjustment, maladjustment, deterioration, disorientation, and anomia 
arising out of certain age-related changes in the organism and in the social 
situation of the aging person and that much of this is directly traceable to in- 
creasing difficulty in maintaining prerogatives and to declining opportunity 
for the performance of traditional adult roles. It is slowly becoming apparent 
that many middle-aged and older people are in need of new goals and role 
assignments which find definition and sanction within the cultural value system. 
The architecture of our value system with reference to meaningful uses of re- 
tirement time and to acceptable status roles of older adults has not been modern- 
ized to reflect the transition from a production-centered to an increasingly 
leisure-centered society. 

Beyond this, the emerging science of social gerontology is recognizing the 
need to study the effects of increased numbers of disengaged older people on 
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the social health of the whole population and particularly on the well-being of 
various elements among the younger age groups. 


OBJECTIVES OF THE WHITE HOUSE CONFERENCE 


With this brief background, we may return to the specific objectives of the 
White House Conference. They may be stated as: 

1. to achieve wider recognition of the societal aspects of aging and of the 

needs peculiar to middle-aged and older people in our changing culture; 

2. to disseminate information and knowledge about aging, which is beginning 
to accumulate in reliable and systematic form; 

3. to stimulate thinking on the part of all of our citizens which will result 
in the definition of conditions essential to successful aging and to accom- 
modation of the new generation of older adults in the social scheme; and 

4. to develop guidelines for action on the part of individuals, community 
groups and organizations, States, the Federal government and national 
voluntary associations. 

The national conference to be held in January 1961 will bring together from 
2,000 to 4,000 professional and lay representatives of older people and of com- 
munities, States, interest groups, and organizations and of varying approaches 
to the solution of the problems inherent in individual and societal aging. It is 
planned that the delegates will have been fore-armed with a collection of papers 
and statistical data setting forth the principal facts and verified knowledge 
concerning older people, along with descriptions of present programs and trends 
in the development of facilities and services to meet their needs. Thus, it is 
hoped that, instead of arguing facts, the delegates will be able to devote their 
attention to the resolution of issues and to the development of a broad range of 
proposals for action. 

The Conference will be organized into some fifteen or more subject-matter 
sections, depending upon decision of the Advisory Committee. The content of 
each section will be determined by a Planning Committee of nongovernmental 
experts and citizens chosen for their knowledge of the field. Delegates will be 
selected, in the main, by the States, though the Planning Committees will be 
free to involve such specialists and otherwise informed persons as they wish. 

It is hoped that the conferees may move efficiently to the drafting of a broad 
and detailed blueprint for action which can be reported within the ninety-day 
period following the Conference, as required by the Act. 

The Conference itself is regarded as the culminating phase of an extended 
period of study and evaluation in which it is hoped there will be nationwide 
participation. The first phase, already under way in some States, calls for in- 
tensive study of the needs of older people, compilation of an inventory of existing 
facilities and program resources for older people, identification of gaps, and 
determination of the actions needed to close the gaps. It is the issues and recom- 
mendations developed through these community and State studies and con- 
ferences which will become the subject matter of the national meeting in 1961. 
The whole conference concept is, then, one of a vast citizen involvement working 
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toward the creation of a more satisfying climate for the 50 million Americans 
in the upper periods of the life cycle and, hence, for the total population. 

In order to assist the States in these studies and conferences, the Congress 
has authorized grants of from $5,000 to $15,000 payable to a designee of the 
Governor and upon submission of a satisfactory plan for utilization of the funds. 
In view of the broad nature of the phenomena of aging, it is hoped that the 
Governors will designate interdisciplinary groups such as councils or commissions 
on aging to develop the State plans and programs. A number of the Governors 
have already done so. 

The specific effort to involve the States and their communities is, in itself, a 
reflection of the pervasiveness of the phenomena of aging and of the widely-held 
conviction that the development of accommodations to it are the responsibility 
of individuals, agencies, and organizations at all levels of the social structure. 
In further recognition of this principle, the White House Conference on Aging 
staff is making every effort to secure the active participation of a wide range of 
national organizations concerned with the well-being of their own members or 
with provision of services to others. Many organizations, like the American 
Orthopsychiatric Association, are giving attention to aging in their annual 
conventions. Others are developing program services and materials for the use 
of local chapters. It is anticipated that the Conference Advisory Committee 
will wish to take full advantage of the resources of numerous national organiza- 
tions in the total planning and conference procedure. 

The Conference staff is developing a number of aids to assist the States and 
others who are becoming involved in the project. It is planned, for example, to 
develop a factual background or situational paper for each subject-matter area, 
describing the existing situation of older people with regard to the particular 
facet of life, such as mental health, under consideration; identifying needs and 
the extent to which they are being met; noting trends in program development; 
and identifying issues and obstacles to be resolved and overcome. It is hoped 
that these papers can be made available in time for use by community and State 
groups during the year preceding the Conference. 

There is currently under development an extensive Guide to State Surveys 
on Aging. It is planned that this Guide will serve as an incentive and a vehicle 
for compiling a vast amount of objective information about older people, their 
circumstances, and programs within each of the States and Territories. In addition 
to serving as a further stimulus to State and local program development, it 
should yield an unparalleled body of information for the country as a whole. 
The Guide is to be ready for use in June 1959. 

It is anticipated and hoped that the State surveys and other activities will 
lead to the desire for various kinds of program action even before the national 
conference convenes in 1961. In order to facilitate such developments, the 
Staff on Aging is preparing a series of case studies of specific projects in aging 
seleeted from across the country. These case studies will cover such varied areas 
as State organization for aging, housing developments, recreation and camping 
programs, home services, activity centers, demonstrations in mental and physical 
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rehabilitation, counseling services, and older worker employment centers and 
services. It is planned to make these available in pamphlet form as rapidly as 
they can be produced. 

The Special Staff on Aging, Department of Health, Education, and Welfare 
has already issued a White House Conference edition of its bibliography, Selected 
References on Aging, a number of fact sheets, and two exhibits with supporting 
folders. Several additional pamphlets are in various stages of preparation. 

As a further step in securing purposeful involvement in the project, the Staff 
on Aging of the Department of Health, Education, and Welfare will conduct a 
National Leadership Training Institute for the White House Conference on 
Aging at the University of Michigan from June 24 to 26, 1959. The Training 
Institute will follow immediately the University’s Twelfth Annual Conference 
on Aging; this will give participants the unusual opportunity of a week of in- 
tensive in-service training. Invitations are being sent to national organizations, 
State officials in aging, federal and State program administrators, a large number 
of specialists in the field, and to the regular participants in the Michigan con- 
ferences. The Institute will afford opportunity to become acquainted with the 
nature and requirements of the White House Conference Act, to develop plans 
for State surveys, to become acquainted with the resources of national organiza- 
tions, to meet many of the foremost leaders in aging, and to observe and ex- 
perience a variety of conference techniques and procedures. 


CONCLUSION 


The 1961 White House Conference on Aging, already well under way, represents 
a broad concept and effort designed to define the changes needed in our value 
system and in our culture patterns in order to give personal and social significance 
to the extended years of life and to hasten the arrival of these changes through 
the means of a total national effort. 


HOST-TUMOR ANTAGONISM. XV. THE APPARENTLY BENEFICIAL 
EFFECTS OF ACUTE CONCURRENT INFECTIONS OR OF TOXIN 
THERAPY ON THE COURSE OF MALIGNANT MELANOMA 


LOUIS PELNER, M.D., F.A.C.A.* 
Swedish Hospital of Brooklyn, Brooklyn 13, New York 


Malignant melanoma is one of the most common varieties of cancer. Ewing 
stated that it has perhaps the most sinister reputation among malignant tumors, 
and the prognosis is almost universally regarded as hopeless (17, 26). 

Unfortunately, the surgeon rarely sees a primary malignant melanoma at a 
period when surgery might offer some hope of a permanent cure. In the early 
stages of the disease, when the lesion has begun to show signs of irritation or 
ulceration, the patient first consults the family physician. Formerly, most physi- 
cians failed to appreciate the gravity of the condition and either tied off the 
mole with a silk ligature or applied some caustic, such as nitrate of silver, thus 
hastening the transformation into a malignant tumor. It was only when the 
disease recurred locally and systemically that the patient was referred to a 
surgeon but surgery at this stage could accomplish little or nothing in the way 
of a permanent cure. 


CHARACTERISTICS OF MELANOMA 
Pathology 


Hutner (31b) in 1949 stated: ““Melanomas are generally considered the most 
malignant of all tumors because of very rapid and widespread growth, once 
metastases appear. The spread is by the lymphatic system and blood stream, 
the latter being a late event and often absent until late in the course of the 
disease. When spread does occur it is usually so extensive that hardly a tissue or 
organ escapes. For this reason the prognosis is usually grave, the average dura- 
tion of life being two or three years.” 

Allen and Spitz recently made a series of exhaustive studies on malignant 
melanoma. In one of these papers, published in 1953, they discussed the varia- 
tions in the reactive inflammatory barrier around these tumors (1). “Rarely is 
an activated junctional nevus free of a zone of inflammatory cells, which are 
usually lymphocytes along with some histocytes and eosinophilic leukocytes— 
disposed in the upper cutis, so as to resemble somewhat the inflammatory pattern 
of lichen planus. Although this reaction is the usual feature beneath the activated 
junctional nevi, the juvenile melanomas and the superficial melanocarcinomas, 
it is often inconspicuous or absent at the advancing margins of the more deeply 
infiltrating melanocarcinomas, as if the defensive barrier of the inflammatory 
cells had been broken through.” 

These authors noted that even a very superficial dermal invasion of melano- 
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carcinoma was already associated with distant metastases in a relatively large 
number of cases, in contrast, for example, with an analogous tumor, the squa- 
mous cell carcinoma... . ‘The malignant junctional cells have easy access to 
the lymphatic and venous channels immediately beneath the epithelium as they 
drop off from the epidermis and penetrate their thin walls to enter their waiting, 
gaping lumina. The cells of the squamous cell carcinoma have similar oppor- 
tunities that, however, are often balked because of the far greater cohesiveness, 
as a rule, of the cells of the squamous cell carcinoma in contrast with the striking 
and characteristic lack of cohesiveness of the cells of superficial portions of the 
melanocarcinoma, especially while they are still in the junctional stage.”’ 


Influence of pregnancy 


Allen and Spitz discussed the influence of pregnancy as follows: “It has come to 
be adopted as fact, that pregnancy aggravates the prognosis of many cancers, 
particularly that of mammary carcinomas. There seems to be no reason to doubt 
this general thesis, especially as it concerns the apparently increased aggressive- 
ness of breast cancers during gestation. However, the actual documentation with 
regard to the malignant melanomas appears to us not altogether supportable 
with the data now available... or from the literature. ...If pregnancy does 
actually accelerate the growth and metastasis of melanocarcinoma, this hy- 
pothesis, while it may well be true, remains to be proved. 

“ ..If the report that ACTH and cortisone may produce junctional nevi 
is substantiated, an important lead may be forthcoming. Inasmuch as the level 
of ACTH increases in pregnancy, the possibility of its action in the production 
of junctional nevi, which, in some cases, then go on to melanocarcinoma, must 
be carefully evaluated. 

“Similar data are desirable (and lacking) with regard to the effects of dis- 
turbances of gonads and other endocrine organs in the initiation, activation, or 
perhaps retardation of junctional nevi in both children and adults”. 


Sex incidence 
Allen and Spitz state: ‘“While the incidence is about identical in males and 


females, 38.8% of women survived, and only 18.2% of men survived five years, 
an impressively significant difference.” 


Five-year survival 


Allen and Spitz used the term five-year survival for patients clinically free 
of tumor at the five-year mark and thereafter. In their series, 23 per cent of 500 
patients who died succumbed to their disease in less than a year. Thirteen per 
cent died of metastases five or more years after diagnosis; 11 per cent of these 
survived five to ten years, and 2 per cent, eleven to twenty-four years. 

W. B. Coley believed that malignant melanoma was more highly resistant to 
Coley toxins and to radiation than almost any other type of tumor, although he 
observed a few cases that had been successfully treated even after metastases 
had developed in the neighboring lymph nodes. These recoveries were sufficient, 
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in his opinion, to justify a trial of bacterial toxin therapy in all cases in which the 
disease had not become generalized (17). 

Up to 1915, Coley used these toxins in 21 cases of inoperable malignant 
melanoma, without a single permanent result. It should be emphasized that 
these were all terminal cases, and many of them had had preliminary radiation 
therapy. During this period other surgeons had obtained favorable results with 
toxins in this type of tumor, in cases in which multiple metastases had not 
developed and radiation was not used (Greenwood (29) and Hare (17, Case 67 
in table of personal cases)). Coley himself had 2 operable cases prior to 1916, 
in which the toxins were used after operation as a prophylactic against recur- 
rence (17). These patients remained free from recurrence or metastases, the 
former being alive and well in 1959, the latter dying of other causes nine years 
after treatment. Apparently these cases impressed Coley, for he stated in 1935 
(19): “While in my earlier papers I gave little encouragement for using toxins 
in this type of tumor, later experience, both my own and that of other surgeons, 
has led me to revise my earlier pessimistic opinion . . . I believe that the toxins 
offer the greatest hope of a cure of this disease of all methods at our command ... 
Surgery alone, in my experience, has never produced a cure in these cases. Surgery 
combined with toxin treatment has proved successful in a considerable number 
of cases.” 

Many terminal cases of malignant melanoma and other neoplasms had received 
heavy radiation or extensive surgery prior to toxin therapy. An analysis of over 
1,000 histories of patients receiving toxin therapy indicates that the response 
of cancer or leukemia in patients who have had considerable radiation prior to 
toxins, is usually poor. This had been ascribed to the local changes produced by 
radiation, 7. e., fibrosis, decreased vascular supply and lymphoid tissue injury 
(Murphy, 48a), or to the deleterious effects on the reticulo-endothelial system. 

The literature on tumor immunity indicates that resistance is stimulated most 
effectively when a tumor regresses and is absorbed by the animal or patient. 
Immunity does not appear to be produced in animals in which tumors have been 
removed surgically. These studies suggest that, in order to be most effective in 
preventing recurrence and metastases, toxins should be given prior to surgical 
removal (about 15 intravenous injections in three weeks), as well as after opera- 
tion. Matagne, of Brussels, Belgium, is the only physician so far who has practiced 
this technique routinely in all types of malignant tumors. He achieved very 
good results (38-41). (See Case 2 in the Toxin Therapy Series for one of his 
cases. ) 


REVIEW OF 30 CASES OF MALIGNANT MELANOMA WITH CONCURRENT INFECTION 
OR TREATED WITH BACTERIAL TOXINS 
Series A 


We have found 12 cases of malignant melanoma in which concurrent acute 
infection or inflammation developed, causing complete or partial regression of 
the neoplasm (Table 1). They are an unselected group. These cases are of par- 
ticular interest, since they furnish clear-cut evidence of the beneficial effect of 
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these infections on malignant melanoma. Seven of the 12 patients were traced 
from eight to twenty-five years after onset, and found to be free from further 
evidence of disease. One patient is known to have died of malignant melanoma 
thirteen and a half years after onset. Hutner (31b) in 1949 stated that the average 
duration of life in malignant melanoma is two or three years, so these end-results 
following infection are impressive. The histories suggest that antibiotics should 
not be given as a routine procedure following operation for cancer, 7. e., infections 
should not necessarily be avoided at all costs, since their stimulating action on 
the host may help control the neoplasm. 


TABLE 1 
SeRIEs A 


TWELVE CASES OF MALIGNANT MELANOMA (8 INOPERABLE, 4 OPERABLE) IN WHICH ACUTE 
INFECTION OR INFLAMMATION DEVELOPED SPONTANEOUSLY 


The name in parenthesis following the case number refers to the phy- 
sician, surgeon or hospital handling the case. The abstracts are listed 
chronologically. At the end of each abstract the bibliography reference 
numbers are given. Detailed histories of these cases are available at the 
office of the New York Cancer Research Institute. 


Years traced 
after onset 


1. (Mosengeil): Female, aged 50; inoperable recurrent malignant meia- 

noma of the nose, cheek and eyelid; large ulcerated growth; numerous pig- 

mented spots on face and arms; primary growth excised; rapid recurrence; 

cautery; facial erysipelas, slight attack; growth stopped following erysipelas; 

healthy granulations formed. Not traced subsequently. (3, 23, 46, 47.) ? 
2. (Bruns): Female, aged 47; recurrent inoperable malignant melanoma 

of left breast; metastases in axilla the size of walnuts; primary growth ex- 

cised; axilla cleared; rapid recurrence; severe erysipelas infection lasting 

three weeks spread over greater part of body; complete regression of melanoma; 

no further recurrence or metastases; traced for eight years; well. (4; 6, Case 

15; 23; 47, p. 33-34.) 8 
3. (Plenio) : Female, aged 22; extensive inoperable malignant melanoma, 

of gluteal region, extending to iliac spine and fold of buttocks onto ab- 

dominal wall; iliac glands enormously enlarged; attempted removal fol- 

lowed by attack of phlegmonous erysipelas, gangrene of skin, thrombosis and 

septicemia (patient almost died); during convalescence extensive neoplasia 

disappeared; no recurrence or metastases when last traced in good health 

two years later. (4, 27, 55.) 2 
4. (Northrop): Female, aged 80; thrice recurrent inoperable malignant 

melanoma; large primary growth in right nasal cavity removed surgically 

September 1893; metastatic growth promptly developed in right cervical 

region, and was removed; February 1894, 2 recurrent tumors 2!4 em. in 

diameter behind sternomastoid were excised; again extensive local recur- 

rence in a month, extended from 214 em. below ear nearly to clavicle, deeply 

attached; severe pain; exploratory incision revealed extensive infiltration ; 

condition inoperable; eleven days later (March 1894) erysipelas of face and 

neck developed; pain disappeared and growth regressed completely in two 

weeks ; recurrence four months later; 3 tumors enucleated from neck, 1 from 

inner side of cheek; not traced subsequently. (53, 54.) ? 
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5. (Mulleder): Dr. J., male adult; many-times-recurrent terminal malig- 
nant melanoma with multiple metastases; primary in left inguinal region; 
operated on almost yearly for recurrences in inguinal glands (bilateral) 
during next five or six yrs.; at the final operation a mass the size of two fists 
was pressing on the iliac vessels, causing increasing edema of the whole left 
lower extremity; incomplete removal in 1929 by flat incision, leaving rough 
melanotie platform size of two hand palms; wound left open at patient’s 
express wish (a physician); many egg-shaped metastases in left abdomen 
and in right inguinal region and left upper thigh not touched; very extensive 
erysipelas infection developed lasting eight days; the infiltrating melanoma 
metastases regressed markedly and became noticeably movable; the smaller 
ones disappeared; large quantities of melanin were excreted in urine; later the 
masses began to increase in size; months later the patient had a second 
attack of erysipelas, less severe; again melanoma metastases regressed; not 
traced subsequently. (48.) 

6. (M. Hospital): N. H., male, aged 40; malignant melanoma of left 
shoulder (date of onset not recorded); metastases to axilla, chest wall and 
infraclavicular region; mole excised from left shoulder December 1931; 
axillary dissection March 18, 1932; postoperative wound infection (abscess 
and fever); X-ray therapy; metastases to chest excised on November 23, 
1932; another on May 9, 1933; 3 more on September 1, 1933; most of the re- 
maining nodules on the scalp and breast regressed spontaneously; further 
excisions on May 1, 1934, October 9, 1934 and March 28, 1935; right axillary 
dissection on April 23, 1935; very unusual dark metastatic growth; complete 
spontaneous regression; November 1936, infection, inflammation; no further 
evidence of disease thereafter. When last traced in December 1959, twenty- 
eight years after onset, the patient was well. (43.) 

7. (Morton): M. L., female, aged 40; metastatic malignant melanoma, 
primary in left anterior chest (date of onset not recorded); a 4-cm. nevus 
was excised in February 1934; hysterectomy for liomyoma of the uterus in 
1935; right radical mastectomy for cystic mastitis in 1936; diabetes mellitus 
in 1936; metastases of malignant melanoma in left axilla in 1939; left radical 
mastectomy; metastases to neck; left radical neck dissection in November 
1939; further metastases to neck excised February and October 1940; right 
axillary metastases excised in June 1941; neck explored also; postoperative 
infection of neck wound; drainage; x-ray therapy, 1500 r. in ten days; two 
further courses of x-ray therapy in 1941; cellulitis in 1943; virus infection, 
1955-56; no further evidence of disease after infection of 1941; patient re- 
mained apparently well until death in February 1959 from cerebral hemor- 
rhage and pulmonary emboli; autopsy showed no evidence of malignant 
melanoma. Death occurred twenty-five years after onset. (45, 52.) 

8. (Sumner): Mrs. R. R., female, aged 27; primary malignant melanoma 
of left ankle; onset prior to January 1946; tumor became infected and dis- 
appeared in February 1946; during her third pregnancy a painless lump 
appeared in the left groin (metastasis); about February 1948 a painless 
mass was noted in right breast ; she again became pregnant early in October 
1948; the breast metastases then rapidly increased in size and became 
painful, and another mass appeared in the left arm; during the second and 
fifth months of gestation several other small metastatic lesions appeared 
on the abdominal wall and back; she had a ringworm infection about Janu- 
ary 1949; surgical excision of the tumors of the right breast, left arm and 
left femoral region was performed on February 28, 1949 (all tumors proved 
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to be malignant melanoma pathologically); the larger tumors on the back 
and abdominal wall were excised March 28, 1949; normal delivery at term, 
on May 20, 1949; a small recurrent mass in the femoral region was excised 
December 6, 1949 (pathologist reported melanoma of the inguinal lymph 
nodes, circumscribed, fibrosis of the inguinal nodes (radiation), and acute 
and chronic lymphadenitis (i.e., the pathologist reported a tissue reaction 
typical of that following radiation, but no such therapy had been given); 
another small recurrent growth appeared in the right supraclavicular 
region on July 3, 1950; it was excised four days later; no further recurrences; 
all sites of previous tumors became depigmented, including one over the eye- 
brow where an untreated tumor had apparently regressed spontaneously; pa- 
tient was alive and well when last seen in September 1959, over thirteen 
and a half years after the primary tumor had regressed following concur- 
rent infection. (52, 59.) 

9. (Coley, B. L.) R. K., male, aged 21; twice recurrent nonpigmented 
malignant melanoma of right ankle (onset in 1944); primary growth ex- 
cised, but recurred following bump on leg in January 1946; growth again 
excised in May 1946; again recurred; patient lost 18 pounds in two months; 
felt weak and tired; the tumor mass, 10 cm. in diameter, was fungating; 
then extensive suppurative and fibrosing inflammation developed around 
tumor; lymphadenitis in the groin; amputation and groin dissection July 
23, 1946; pathologist reported small microscopic foci of persistent malig- 
nant melanoma in tissues medial and posterior to lower part of ulcer, ex- 
tensive suppurative and fibrosing inflammation of tissues surrounding 
large ulcer, and no evidence of metastases in the groin (only hyperplastic 
lymphadenitis) ; following operation there was serosanguinous collection of 
fluid in the groin; no further recurrence or metastases; the patient obtained 
a prosthesis and returned to work; he was in excellent health in 1959, fifteen 
years after onset. (43, 52.) 

10. (M. Hospital) E. W. H., male, aged 27; recurrent metastatic malig- 
nant melanoma of the left axilla; primary source undetermined; a mass of 
broken-down glands involving the subpectoral group was removed surgi- 
cally on August 20, 1946; pigmented tissues beneath the wound were also 
removed; a benign neuronevus on the back was also excised; a second 
operation at M. Hospital on September 24, 1946, consisted of radical dissec- 
tion of the left axilla: areolar tissues in the fascial plane between the 
latissimus dorsi ana subscapular muscles and chest were deeply infiltrated 
by black pigmentation; although dissection was clear and wide, some 
disease remained; the prognosis was guarded; siz days after operation 
severe staphylococcus infection of the wound developed, before healing had oc- 
curred; there were no further metastases, and the remaining tumor apparently 
regressed; the patient married, and his wife had 2 children; he was well 
and free from disease in December 1958, about twelve and a half years after 
onset. (43, 52.) 

11. (M. Hospital): Mrs. M. B., female, aged 58; subungual malignant 
melanoma of the right great toe, with inguinal metastases (onset, Septem- 
ber 1945); 2 local excisions were made prior to February 1947; the great 
toe was amputated February 7, 1947; palpable groin metastases were noted 
in March 1947; hip-joint disarticulation was refused, so radical groin dis- 
section was performed on March 21, 1947; there was a moderate postopera- 
tive febrile episode associated with fluid in the wound, and infection and 
necrosis of the wound; skin grafts necessary; diffuse edema of the leg, with 
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erysipelas and cellulitis; no further metastases; patient remained well until 
April 1955; then papillary adenocarcinoma developed in the ampulla of 
Vater; subtotal gastrectomy and pancreato-duodenectomy were carried 
out on May 12, 1955; death occurred October 17, 1955, from recurrence and 
ascites due to adenocarcinoma; no evidence of malignant melanoma ten 
years after onset. (43.) 10 
12. (Vogler): Mrs. M. C., female, aged 57; malignant melanoma of the 
right foot, with metastases to the right groin and thigh (onset in March 
1949); primary lesion became infected following trauma; growth widely 
excised in April 1949; pathologist reported ‘‘marked evidence of infec- 
tion and areas of atypical keratoses’’; three weeks later, right groin dis- 
section revealed metastatic areas in the nodes; amputation was refused; the 
patient was free from disease for eleven months; then further metastases 
occurred in the right thigh, from one of which a biopsy specimen was 
taken; additional metastases continued to appear in the skin of the right 
leg and thigh during the next year; again the patient refused disarticulation; 
not seen again until March 1953; during this interval all but 1 metastatic 
lesion had regressed spontaneously; another lesion developed in October 1953 
and was excised with the remaining previous lesion; in June 1954 num- 
erous nodules were present over the right leg; 1 was excised, and 22 others 
were treated with 1,000 r. of low-voltage x-rays, completed in twenty days; 
all 22 lesions regressed, and some untreated nodules also disappeared; no 
further lesions appeared for two and a half years, when another nodule 
developed and was excised; the patient was apparently well from March 
to December 1958, when a large pleural effusion occurred; Papanicolaou 
smears showed Class I cells; nitrogen mustard was given early in 1959; 
cystitis developed in February 1959; there were continued episodes of pleural 
effusion; repeated Papanicolaou smears showed no tumor cells; although 
not demonstrated, the patient was believed to be dying of widespread 
metastases in April 1959; death occurred about September 1959, approxi- 
mately eleven and a half years after onset. No autopsy. (52, 60.) 11% 


Comment. A study of the histories in Table 1 suggests that a delicate balance 
may exist between the patient’s local and systemic resistance and the neoplasm. 
Certain factors such as pregnancy (Case 8) or trauma (Case 9) may lower the 
resistance so that metastases or recurrences develop. Other factors such as local 
or general infection, fever, or an inflammatory episode may stimulate resistance 
sufficiently to cause ‘‘spontaneous” regression. If the disease is very extensive 
or far advanced, such complications may cause only temporary beneficial effects 
(Case 5). 

However, it would seem that this beneficial effect can be utilized in a more 
controlled manner by means of bacterial toxin therapy, as indicated by the cases 
so treated in the past. 


Series B and C 


Eight operable (Table 2) and 10 inoperable (Table 3) cases of malignant 
melanoma have been found in which Coley’s toxins were given. The distinction 
between operable and inoperable cases is somewhat arbitrary, as it depended 
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upon the opinion of the surgeon; nevertheless, the distinction has been retained 
because it furnishes a rough idea of the severity of the condition. Seven of these 
18 patients, when traced, were found to be well; 1 was traced only three years 
and the other 17, fourteen to forty-six years. Several of those who died of the 
disease survived for five or more years, which is about double the usual survival 
time. It is of interest that those who died either had inadequate toxin therapy 


as regards dosage, frequency and duration of treatment, or else preliminary 
radiation therapy. 

It is hoped that the assembled data will stimulate much more intensive study 
of the complex mechanisms involved in the process whereby infections, inflamma- 
tion, fever or bacterial toxin therapy cause regression of neoplasms, including 
malignant melanoma. 


TABLE 2 


SeRIEs B 


EIGHT CASES OF PRIMARY OR RECURRENT OPERABLE MALIGNANT MELANOMA TREATED BY 
COLEY TOXINS (5 APPARENT SUCCESSES, 3 FAILURES) 


Years traced 
after onset 


The diagnosis was confirmed by microscopic examination in each in- 
stance. The name in parenthesis following the case numbers refers to the 
physician, surgeon or hospital handling the case. The abstracts are listed 
chronologically according to the type of toxin preparation used and the 
date of the first injection. At the end of each abstract the bibliography 
reference numbers indicate where more details may be found. (Detailed 
histories of all the cases are also available at the office of the New York 
Cancer Research Institute.) 


Buxton’s unfiltered toxins, Type VI (2 cases) 


(For a brief description of the various formulae used in making Coley 
toxins, see references 49 and 51.) 

1. (Coley): L. B., female, aged 39; recurrent malignant melanoma of the 
neck developing in a congenital nevus (date of onset not recorded) ; surgical 
removal of lesion 26 em. in diameter in April 1895; metastases in cervical 
glands within four weeks; surgical removal by Coley on September 20, 1895, 
when growths were 7 cm. in diameter; toxins given intramuscularly after 
operation, 17 injections in twenty-five days; metastases to lower dorsal 
spine appeared six weeks after toxins were stopped; death on February 26, 
1896; autopsy showed metastases to the lung, liver, ovary and retroperi- 
toneal glands, a large mass destroying the front of the sacrum, and nodules 
along spine. (10, 20, 43.) 

2. (Weeks): Age and sex not stated; recurrent malignant melanoma of 
eye (date of onset not recorded); eye enucleated at second operation, 
autumn 1900; toxins then given for a considerable period; no further re- 
currence; patient alive and well in 1903, three years after second operation; 
not traced subsequently. (11, p. 62.) more than 3 


Tracy X & XI toxins, unfiltered (6 cases) 


3. (McDermott): Mrs. B., aged 45; malignant melanoma of retina, re- 
current in the orbit; onset in the summer of 1904; operation refused until 
December 1904; eye then enucleated; the following summer she had mild 
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typhoid; November 1906, recurrence in the scar; excision; following opera- 
tion toxins (Type X) were given every forty-eight hours for four months, 
injected into the temporal region and forehead; the dose was increased 
to 6 minims; severe reactions; larger doses not tolerated, though patient 
weighed 210 pounds; she was in perfect health for three and a half years; 
then metastases developed in the lumbar region and liver, with severe pain; 
toxins not resumed until jaundice present; morphia required every two to 
four hours; after toxins were started no further morphia required, as severe 
pain was almost completely controlled; gradual emaciation, sudden coma, 
and death on June 15, 1910, six years after onset. (15; 16, Case 91 in table; 
17, Case 6 in text; 20.) 

4. (Hare): Mrs. J. E. M., aged 56; malignant melanoma of the heel, with 
enlarged popliteal glands (date of onset not recorded); an injured pig- 
mented nevus became painful, and increased very rapidly in size; primary 
growth excised; hip-joint disarticulation advised by 2 pathologists; patient 
refused, so enlarged popliteal nodes were removed; case referred to Coley 
for consultation; he advised toxins (type XI), which were given by Hare 
under his direction for two years; fairly severe reactions were elicited; 
the wound healed slowly; complete recovery; no recurrence or metastases; 
patient died on July 3, 1937, at the age of 84, from cerebral arteriosclerosis 
and chronic nephritis—almost twenty-six years after toxin therapy was 
begun. (17, 52.) 

5. (Coley): M. N. A., female, aged 17; malignant melanoma of the upper 
thigh; onset early in 1912; lesion about 6 cm. in diameter excised by 
McGuire on April 30, 1912; toxins (type XI) begun three weeks later and 
continued by family doctor for nearly two years (100 doses); marked reac- 
tions, with fever to 103°F.; complete recovery; no recurrence or metastases; 
patient married; had 2 children and several miscarriages; in excellent 
health except for cholecystectomy for gallstones in the spring of 1959; 
when last traced in December 30, 1959, she was well, nearly forty-eight 
years after onset. (17, Case 5; 20, 52.) 

6. (Coley): Mrs. M. B. G., aged 54: malignant melanoma of left groin 
(onset in May 1911); excision at another hospital on May 22, 1912; toxins 
(type XI) begun five weeks later; 7 intramuscular injections (into pec- 
torals) in twelve days; only 2 adequate febrile reactions ; metastasis to brain; 
death occurred on February 7, 1913, with terminal pulmonary edema, 
twenty-one months after onset. (43, 52.) 

7. (Spessood): Mrs. L. H., aged 30; recurrent malignant melanoma, 
primary in a nevus on the arm, with metastases in the axilla (date of onset 
not stated); nevus removed by electric needle; recurrence nine years later; 
excised in the summer of 1920; in January 1922 a metastasis developed 
under the arm, following influenza; this was surgically removed at the 
Mayo Clinic on March 23, 1922; they advised toxins, which were given by 
Spessood (type XI) for six weeks; patient then had tonsillitis; toxins dis- 
continued; abdomen enlarged rapidly; multiple small metastases to the 
back, arm, breast and pelvic region: ‘“‘blanket of x-ray’’ given but this 
caused severe nausea, emesis and severe pain requiring large doses of 
morphia; toxins then resumed for three weeks, by which time smaller metas- 
tases were disappearing; patient not traced subsequently; end-result un- 
known; however, she remained alive more than eleven years after onset. 
(20; 52.) 
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Parke-Davis XIII, unfiltered (1 case) 


8. (B. L. Coley): Mrs. D. L., aged 38; twice recurrent malignant mela- 
noma of calf of right leg; onset in 1937; pigmented nevus began to enlarge; 
overlying skin became infected and broke down; first excision elsewhere, 
in September 1937; recurrence in six months; growth again excised in 
October 1940; second recurrence; third excision by B. L. Coley early in 
1941; a few x-ray treatments given; in March 1941 the patient had pain in 
the nasal sinuses and cervical region (sinus infection); groin dissection 
was performed on March 19, 1941; Fred Stewart reported “hyperplasia with 
1 area of giant cells which may represent a tubercle’’; toxins begun eleven 
days after operation; after the first 7 intramuscular injections the tem- 
perature ranged from 102° to 103°F.; after the last dose (intravenously) 
the temperature reached 104.2°F.; no further recurrences of metastases; 
patient in excellent health when last traced on December 30, 1959, twenty- 
two after onset. (43, 52.) 
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TABLE 3 
SERIES C 


TEN CASES OF INOPERABLE MALIGNANT MELANOMA TREATED BY COLEY TOXINS 


3 SUCCESSES, 7 FAILURES 


The diagnosis was confirmed by microscopic examination in each in- 
stance. 


Buzton’s unfiltered toxins, type VI (2 cases) 


(For a brief description of the various formulae used in making Coley 
toxins, see references 49 and 51.) 

1. (Fowler): Male adult; recurrent inoperable malignant melanoma of 
the left tonsil and fauces (date of onset not recorded) ; first operation was 
external pharyngectomy ; the diseased area removed consisted of the tonsil, 
anterior faucial pillar, half of the velum, and a portion of the floor of the 
mouth; four weeks after the wound healed, there was recurrence in the 
lateral wall of the pharynx; incisional biopsy; toxins begun in May 1895; 
given intramuscularly every thirty-six hours, deeply into left arm, causing 
chills and febrile reactions to 103°F.; patient treated as an ambulatory 
case; recurrent neoplasm changed from red to glazed white necrotic tissue and 
completely disappeared in three weeks; area healed; frequency of injections 
reduced to 1 in four days, and later to 1 per week; total duration less than 
four months; patient entirely well for two years; then another recurrence; 
further toxins advised; patient agreed, but did not return for treatment; 
death in 1898; extensive infiltration of cervical region. (16, 27, 27a.) 

2. (Matagne): Female, aged 40; recurrent inoperable malignant mela- 
noma of the upper arm, with axillary metastases; onset late in 1899 or early 
1900; primary growth over anterior biceps removed; rapid recurrence 
before wound had healed; toxins begun on March 24, 1900, when main 
growth was 7 cm. in diameter, with 2 smaller nodules; rapid regression dur- 
ing first week; later, increased growth; injections continued; febrile reac- 
tions to 41.5°C.; formalin applied locally to tumors; shoulder-joint dis- 
articulation advised and finally performed after seven months; axilla 
found to be full of metastases; toxin therapy; no further recurrence or metas- 
tases; patient in excellent health in 1941, forty-one years after onset. (38, 
39, 40, 41.) 
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Tracy unfiltered (type XI) (7 cases) 


3. (Greenwood): J. B., male, aged 67; very extensive recurrent inoper- 
able malignant melanoma of right posterior triangle of the neck at mid- 
clavicle; onset, December 1, 1911; incisional biopsy; two days later incom- 
plete, though extensive operation; inaccessible portions of growth 
infiltrating beneath vertebrae were left untouched; very prompt recur- 
rence; extremely rapid growth; tumor increased to 8 em. in diameter in 
eight days; toxins begun March 3, 1911; they were aggressively, steadily 
and persistently administered, at first into the pectorals, gradually nearer 
the tumor, and finally into or near the site of the growth; at first every forty- 
eight hours, but later less often; 105 doses in twenty-two months; treated 
entirely as an ambulatory case; complete regression, no further recurrence or 
metastases; patient remained in good health until death from acute bron- 
chitis in 1925; no evidence of malignant melanoma at time of death, four- 
teen years after onset. Detailed history deserves special study; see 
reference 51, Case 17. (16, p. 136; 17, Case 2; 20; 28; 51, Case 17; 52.) 

4. (Coley): E. R. D., male, aged 46; malignant melanoma of the toe with 
groin metastases; the primary growth developed in a nevus on the toe in 
the spring of 1906; the toe was amputated eighteen months after onset; 
three years later, on February 5, 1912, groin metastases (size of goose egg) 
were incompletely removed at the Mayo Clinic; a hard mass 6-8 em. in di- 
ameter was present in the unhealed portion of the wound when toxins were 
begun on February 20, 1912; toxins given intramuscularly; 12 injections in 
thirty days; slight febrile reactions; marked improvement evident in onc 
week; toxins continued twice a week by family physician after patient’s 
return home; only 1 reaction elicited (severe chill); total duration six 
months; complete regression; patient remained in good health until mid- 
summer; then cerebral metastases caused death on October 20, 1912, six 
and a half years after onset. (16, Case 80; 20; 43; 52.) 

5. (Graham): W. B., male, aged 33; recurrent malignant melanoma 
(Grade IV), primary in calf of leg, with groin metastases; onset early in 
1911; excision of primary tumor on June 26, 1911; pea-sized recurrent 
growth in lower cicatrix; hard nodules in groin within two and a half 
months; mass became size of a man’s fist in Searpa’s triangle; overlying 
skin red and glistening; area incised, hoping it might be inflammatory; 10- 
pound weight loss and back pain; exploratory incision at Mayo Clinic on 
May 13, 1912; specimen removed and wound packed, open; toxins given 
daily beginning May 31, 1912, in small doses; mild reactions; within ten 
days, pain and tenderness ceased; growth smaller, more movable and harder; 
improvement marked in four weeks; patient felt better; toxins then stopped 
for one week; thereafter only given twice weekly; disease no longer con- 
trolled; death on December 6, 1912, almost two years after onset. (20, 
43, 52.) 

6. (Coley): Mrs. C. P., aged 60; many-times-recurrent, inoperable 
malignant melanoma of the right shoulder with metastases in the surround- 
ing tissues and axilla; onset in December 1911; primary growth and several 
recurrent growths cauterized with acid, from May to November 1912; first 
surgical removal in December 1912; at second operation, February 4, 1913, 
discrete disseminated pinhead nodules were scattered near the sear, and 
there were matted metastatic glands in the axilla; the third operation, on 
May 18, 1913, was incomplete; patient was then referred to Dr. Coley as 
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“hopeless’’; toxins begun May 18, 1913; 13 intramuscular injections in 
nineteen days; dose 1 to 19 minims; no reaction until final dose; toxins con- 
tinued at home by family physician, 3 injections per week in small doses; 
rest period of three weeks in August 1913; this inadequate therapy did not 
prevent recurrence; several weeks after her return home, small swelling 
appeared on the shoulder, and others appeared later; they increased in size 
more rapidly after toxins were stopped; the recurrent nodules were ex- 
cised by Dr. Coley on August 29, 1913; injections resumed, 3 per week; 4 
more metastatic nodules appeared on the back and shoulder; these were 
excised by Dr. Coley on November 4, 1913; toxins resumed and given 
steadily; total of 128 injections in one year; patient remained well and 
free from further evidence of disease until some months after toxins were 
stopped; metastases then developed in the heart, liver, lungs, and 
omentum, causing death on November 10, 1914, three years after onset; 
the patient felt well until shortly before death. (43, 52.) 

7. (Coley): H. S., male, aged 58; recurrent extensive malignant mela- 
noma of the mucous membrane over the superior maxilla; onset in the spring 
of 1911, shortly after extraction of two teeth; partial resection of superior 
maxilla in February 1912; radical neck dissection refused; cervical glands 
continued to enlarge, and there was local recurrence in a few months; un- 
treated during the next four and a half years; Dr. Coley was consulted 
when the tumor extended from the ear nearly to the upper thyroid cartilage 
and from the angle of the jaw to the corner of mouth, protruding 614 em.; 
the buccal portion was black; incomplete though extensive operation (ex- 
ternal carotid tied) on December 15, 1916; toxins begun sixteen days later; 
three days after first dose, a radium pack was applied to the left neck 
(9,000 mch.); a few more doses of toxins were given; moderate reactions; 
another radium pack was applied to the antrum on February 7, 1917; tumor 
increased rapidly in size; no apparent benefit from combined toxins and radia- 
tion; general health failed; death on May 22, 1916, five years after onset. 
(18, Case 11.) 

7. (Coley): E. E. C., male, aged 33; thrice-recurrent malignant mela- 
noma; primary in a nevus on the right lip, removed by barber with caustic 
in 1912 (had several other congenital pigmented nevi on the trunk, and 
one on the right arm); six years later, in May 1912, there were metastases 
in the right neck; removed surgically; recurred twice; third operation at 
Mayo Clinic; case referred to Dr. Coley in March 1919; gland in right neck 
removed for biopsy; toxins begun March 15, 1919, in very small intramus- 
cular doses three or four times a week; 1 radium pack, applied on March 28, 
1919; toxins given at home on alternate months; maximum dose 5!4 minims; 
no marked reactions; July 1919, lesion on right hip excised; no further evi- 
dence of disease for twelve months; slow-growing mass then appeared in 
upper scar, behind the sternomastoid; toxins resumed by Dr. Coley on 
September 15, 1920, in very small doses (14 to 144 minims) intramuscularly; 
no marked reactions; radium tubes inserted, and radium pack (2,200 mch.) 
applied to neck; toxins continued, 3 injections per week; tumor in neck al- 
most disappeared; 1 more bare tube of radium inserted into the remains of 
the growth; toxins continued at home until February 4, 1921; resumed for 
few weeks in April; no further evidence of disease during 1921 and most of 
1922; disease then became generalized causing death on March 15, 1923, 
ten years after onset, and four years after toxins were begun. (20, 43, 52.) 

9. (Harmer): F. H. F., male, aged 35; inoperable malignant melanoma of 
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the scapular region, primary in a pigmented nevus; onset in June 1911; 
excision five weeks later; local recurrence in October 1911 excised shortly 
after it appeared; immediate recurrence after this operation; tumor grew 
rapidly to 644 em., with metastases in the axilla, pectoral region and back; 
toxins begun November 15, 1911 (both Parke-Davis XII and Tracy XI 
used), in large doses; extensive metastases all regressed or sloughed out during 
therapy (combined local and pectoral injections) ; dose increased to 53 minims; 
by August 1913, good appetite; no evidence of disease; patient then dis- 
appeared on a “‘spree’’ and returned nineteen days later, haggard and 
weak; toxins resumed; disease no longer controlled; multiple metastases 
on the abdomen, arms, breast, back and spinal cord; death on February 16, 
1914, two and a half years after onset. Detailed history deserves special 
study, see reference 51, Case 27 (20; 30; 31; 51, Case 27; 52.) 216—died 


Parke-Davis unfiltered (type XIII) (1 case) 


10. (B. L. Coley): Mrs. 8. P., aged 41; inoperable malignant melanoma, 
primary in a pigmented nevus on the back, with bilateral axillary metas- 
tases; onset in the spring of 1933; primary lesion removed by electrocautery 
by local physician in July 1933; local recurrence and bilateral axillary in- 
volvement four months later; on December 5, 1933, left axilla cleared by 
Dr. Coley; 3 radium packs applied to right axilla in December 1933 (8,000 
mech. each); a recurrent growth on the back was removed surgically on 
December 20, 1933; toxins begun eight days later; given intravenously 
and intramuscularly, causing febrile reactions to 105°F.; right axillary 
metastasis then removed surgically; toxins resumed for eleven days; third 
course of toxins in July 1934; no further evidence of disease until December 
1935; another lesion in the right axillary region then appeared and was 
dissected free on December 31, 1935; toxins resumed; although there was 
no further evidence of disease, a fifth course of toxins (both intramuscular 
and intravenous) was given in July 1937; this caused chills and good febrile 
reactions; patient remained in excellent health until 1956; then arterio- 
sclerosis and hypertension developed; 2 myocardial infarctions, 1956-57; 
she was last traced, in apparently fair health, in May 1959, twenty-six 
years after onset. (20, 43, 52.) 26 


Comment. The foregoing cases suggest the importance of sustained toxin 
therapy, and of using adequate dosage to produce febrile reactions of sufficient 
intensity. In Case 10, Series C, the only area in which a further lesion appeared 
was the right axilla, which had been treated with radium packs. A permanent 
beneficial result was finally obtained by further surgery and toxins. 

All but Cases 5 and 6 of the operable series were recurrent or involved regional 
metastases. It is significant that successful results in both operable and inoperable 
malignant melanoma were usually obtained only in cases in which the toxins 
were given persistently for considerable periods of time. If they are given after 
operation as a prophylactic against recurrence or metastases, it seems wiser to 
begin before or immediately after the surgical procedure rather than to wait. 
This point is well illustrated in cases of other types of tumor in which the toxins 
were used after operation in a larger number of cases. Matagne believed it was 
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best to administer the toxins from about a month prior to operation (see case 
2 in the inoperable series). That this theory was sound is borne out by numerous 
receist, studies which indicate that tumor immunity is most strongly elicited in 
either animals or man by absorption of tumor cells during regression of the tumor. 


EFFECT OF PREGNANCY 


Allen’s case (2) is one of several which indicate that pregnancy may stimulate 
the growth rate of malignant melanoma, and that when this stimulus is with- 
drawn, the metastases may disappear. Usually such patients also have concurrent 
infection, fever, or an inflammatory episode, but in this instance the only factor 
of this sort was a briefly mentioned “‘breast abscess.” 


Diagnosis: Malignant melanoma, confirmed by microscopic examinations of the recurrent 
growth and one of the metastases by Dr. J. O. Mercer, pathologist. 

Previous history: The patient was a 38-year-old woman from New Zealand. She was mar- 
ried and had 3 children, aged 10, 844 and 4 years. In mid-1942, an area about the size of a 
thumbnail had been discovered on the extensor surface of her right forearm; although 
normal in color, it was slightly elevated above the surface of the skin. It was thought to have 
followed a scratch with a pin. Later, part of this area became pigmented. 

Surgery: The affected area was excised by her doctor in July 1942, and the pathologist’s 
report stated: “‘A circumscribed tumor composed of small nevoid cells with regular nuclei 
associated with a large quantity of melanotic pigment and surrounded by a zone of hyaline 
fibrous tissue. It is not invasive. This is a simple melanoma. There is no evidence of malig- 
nancy.” 

Clinical course: Two months later, a black area appeared in the scar. By May 1943, a black 
lump the size of a marble had developed. 

Further surgery: Wide excision was then performed, down to the deep fascia. The pathol- 
ogist reported: ‘‘A cellular tumor composed of actively mitotic oval cells and large collec- 
tions of pigment, mainly extra-cellular. The tumor has invaded the hyaline fibrous tissue 
and local fat. The appearance is quite unlike that previously reported. It is a malignant 
melanoma.”’ 

Radiation therapy: The patient was then referred to Dr. E. P. Allen, Radiologist of the 
New Plymouth Hospital, in New Zealand. At this time she appeared well, with no evidence 
of residual disease. During a seventeen-day period, she received a tumor dose of 4,700 r. to 
the forearm through two opposing 15 x 10 em. fields. 

Clinical course: In late August 1943, she again became pregnant. She was seen by Allen 
on November 8, 1943; there had been no recurrence. During the next five months, multiple 
bluish subcutaneous nodules appeared; some of them were as large as marbles. They were 
present in the left waistline, right flank and right upper arm, and were regarded as blood- 
borne metastases. The prognosis was considered hopeless. 

Further surgery: To confirm the diagnosis, the lesion on the right upper arm was excised 
on March 10, 1944. The pathologist reported a “lymph node,”’ the structure of which was 
almost entirely replaced by tumor ‘“‘consisting of solid masses of darkly staining poly- 
hedral cells.’? There was little pigment. The tumor was considered to have become ‘‘more 
cellular and less well differentiated.” 

Confinement: By May 14, 1944, fourteen days after the birth of a normal child, additional 
lesions had developed in the right scapular and inguinal regions. Localized tumor masses 
were also noted in the left breast, but it was not certain that these were of the same nature, 
because there was a history of breast abscess on that side. 

Clinical course: When the patient was seen again on July 10, 1944, to Allen’s surprise all 
the nodules had disappeared, except for a small node in the right groin. The patient was 
feeling well and gaining weight. Small crescentic areas of pigmentation were seen on the 
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temporal sides of both optic dises, but they did not appear to be neoplastic in nature. The 
patient was seen at intervals until June 1955, and had remained entirely well. This was 
twelve years after excision of the primary lesion, and eleven years after regression of the 
multiple metastases. 


In reviewing the sections recently, the pathologist stated: “The original 
report that the tumor was a pigmented nevus should certainly be qualified by a 
statement, that, in the light of modern views on the histology of melanoma, it 
was clearly a malignant tumor when it was first removed.” 

In reporting the case Allen stated: ‘The sequence of events strongly suggests 
that the metastases developed as a direct response to the stimulus of pregnancy, 
and that they were in fact so dependent upon the stimulus, that upon its with- 
drawal they themselves disappeared. The speed of their disappearance is in 
itself remarkable, regression being complete eleven weeks after delivery . . . There 
was no local recurrence after excision.’’ He suggested that the stimulus of preg- 
nancy may have led to the activation of malignant cells which, up to that time, 
had been lying dormant. 


TOXIN THERAPY IN FAR-ADVANCED OR TERMINAL MALIGNANT MELANOMA 


We have also reviewed the histories of approximately 75 terminal cases of 
malignant melanoma treated with bacterial toxins. Permanent results were 
not achieved with toxins in this stage of the disease. However, the marked 
alleviation of pain and the improvement in the patient’s general condition 
suggest that in this stage toxins may have palliative value.. 


DISCUSSION 


In this article, we have attempted to document the effect of concurrent in- 
fections and bacterial toxins on malignant melanoma. The treatment of malignant 
tumors by bacterial toxins is based on the fact that neoplasms have been known 
to regress during acute bacterial infections, principally erysipelas, but also during 
acute tuberculosis and smallpox. The inhibitory action was often powerful enough 
to cause complete regression, and in some instances there was no recurrence. 
Many cases of “spontaneous regression” of cancer have been associated with 
the development of spontaneous or induced erysipelas in the tumor or in the 
wound, or with the use of Coley’s toxins. To call these regressions ‘‘spontaneous” 
is begging the question. A specific modality had been employed and the regres- 
sion may have been no more spontaneous than if it had occurred after radiation 
or surgery. Even if the Coley toxins were to have caused regression of only a 
single tumor, their mode of action in this one case would warrant an attempt at 
explanation. 

The mode of action of these mixed toxins in causing regression of tumors is 
unknown. They may stimulate the activity of the reticuloendothelial system. 

Beebe and Tracy (2b) injected bacterial filtrates, including filtrates of Strept. 
pyogenes and B. prodigiosus, into dogs bearing transplanted lymphosarcomas. 
In many of the dogs, the tumors became softer and sometimes there was complete 
regression. Schwartzman (57) noted, in normal rabbits, that when a cutaneous 
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injection of bacterial filtrates (especially of Gram-negative organisms) was 
followed in from four to forty-eight hours by an intravenous injection of the 
same or different filtrates, an intense reaction occurred in the skin at the site of 
the original cutaneous injection. The local site at first became hemorrhagic and 
later usually became necrotic. The cause remained obscure. The reaction ap- 
parently was not due to local blockade of the reticulo-endothelial cells, or to 
inflammation or increased capillary permeability. 

Gratia and Linz (28a) applied the Shwartzman reaction directly to the chemo- 
therapy of tumors. These Belgian investigators injected filtrates of B. coli 
directly into transplanted liposarcoma in guinea pigs. Twenty-four hours later, 
portions of the same filtrates were injected intravenously, resulting in extensive 
hemorrhage and necrosis in the tumor masses, but not in other parts of the animal. 
In other experiments, the same effect on the tumor was observed after intra- 
venous injection of the filtrate without the preceding injection into the tumor. 
Gratia and Linz considered that this reaction was possible because of a prior 
sensitization of the tumor. They postulated that the liposarcoma had been 
sensitized spontaneously by pre-existing micro-organisms. In a subsequent 
study they found no micro-organisms, so they inferred that a virus had sen- 
sitized the tumor, and that cancer was caused by a virus. Their inferences may 
not have been correct, but their data seem valid. 

Andervont (2a) studied the effects on mouse tumors of intravenous injection 
of a bacterial filtrate. Within twenty-four hours, there was hemorrhage in the 
tumor, but most of the tumor cells were viable. In the course of a week to ten 
days, the tumor had often become necrotic and had sloughed. At this time, 
microscopic section showed fragmented, poorly stained structures that had been 
tumor cells. 

It is possible that the mechanism of action of mixed toxins may be entirely 
different from that already discussed. It has been shown by Landy and Pillemer 
(33a) that the injection of bacterial lipopolysaccharides derived from a Gram- 
negative bacterial species evokes in mice a rapid rise in resistance to infection 
with Gram-negative pathogenic bacteria. This is accompanied by an elevation 
in the titer of properdin to levels two or three times normal. 

In 1954 Pillemer et al. (54b) isolated a new euglobulin (properdin) from serum. 
In the presence of complement and magnesium ion, this protein destroys bac- 
teria, neutralizes viruses, exerts a lytic effect on erythrocytes, and is readily 
destroyed by total body radiation. Herbut and Kraemer (31a) theorized that 
since total body irradiation may destroy an animal’s ability to resist heterologous 
tumor transplantation, this resistance may work through the properdin system. 
They neutralized the animal’s store of properdin by giving it zymosan, an extract 
of yeast-cell walls which combines quantitatively with properdin. They used 
normally resistant Wistar rats and attempted to implant human colon carcinoma 
HR132. Of 160 animals in each category, the number of tumor “takes” was as 
follows: 19 in untreated animals, 136 in irradiated animals, 58 in animals given 
a single injection of zymosan, and 90 in animals given multiple injections of 
zymosan. 
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These findings indicate that the properdin system is involved in resistance 
to heterologous transplantation of tumors, but there is suggestive evidence that 
it is also involved in the spontaneous tumors of human subjects. 

Southam, Moore and Rhoads (58a) described experiments in which human 
cancer cells were implanted into 14 healthy volunteers. In all 14 subjects there 
was a vigorous local reaction to the cancer cells and, even in those instances in 
which the implant was not promptly excised, it was completely sloughed off. 
By contrast, when similar studies were made in patients with far-advanced 
cancer, 21 of 23 attempts to implant the cells were successful, with continued 
localized growth of the cancer cells up to the time of removal some weeks later. 
In 4 of the patients with advanced cancer, even after the implanted cancer had 
been completely removed, there was evidence of recurrence. These investigators 
studied the blood of both the cancer patients and the healthy volunteers in 
order to find the factors involved in the reaction to the cancer implants. They 
found that the amount of properdin was definitely less in the blood of the cancer 
patients than in the blood of the healthy controls. 


SUMMARY AND CONCLUSIONS 


Among the cases of spontaneous regression of malignant disease accepted as 
valid by Everson and Cole (26a) and other investigators, there were several 
in which fever or infection, or both, were implicated. 

Although the prognosis in malignant melanoma is notoriously bad, a number of 
cases have been reported in the literature in which the result was better than 
might be expected. Perhaps if the medical profession adopted a less pessimistic 
attitude about these highly malignant tumors, better results might be attained 
by the judicious use of all the modalities at our disposal. One form of treatment 
that has not been given sufficient emphasis in recent years is bacterial toxin 
therapy, possibly because the data on the subject have been buried in the older 
medical literature or remain unpublished. 

We have reviewed all the histories of patients with malignant melanoma in 
whom concurrent infections developed or who were treated by toxin therapy 
(Coley toxins), and have found some spectacular results, not only immediate 
but of long standing. The effect of pregnancy has also been noted. 

The stimulating effect of toxins on the properdin and reticulo-endothelial 
systems might be the rationale for this salutary outcome. 

The most important factors influencing success or failure with toxin therapy 
include the stage of the disease when toxins are begun, the potency of the prepara- 
tion used, the duration and intensity of toxin therapy, and the amount of radia- 
tion given before or during treatment with toxins. 

The findings in a series of patients who either had infections or were treated 
with toxins suggest that at the present time toxin therapy may be of real value 
in producing a larger percentage of permanent beneficial results in malignant 
melanoma if administered before and after surgical removal of the tumor in 
operable as well as in inoperable cases. 
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Addendum 


Parts I-XIV of this study were published in the July, August, November (1956), April, 
May, June, August, October, November (1957), May, July (1958), May and September 
(1959) issues of the Journal. 
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Abstracts of Current Literature 


THE MANAGEMENT OF THE ELDERLY CARDIAC. 
Denham, R. M. South. M. J. 62: 1337 (Nov.) 1959. 


Congestive heart failure: The heart may be of normal size rather than enlarged. Cough 
following an upper respiratory infection actually may represent insidious left ventricular 
failure. Fatigue may be an outstanding complaint. There may be vague digestive dis- 
turbances secondary to hepatic congestion. Pulmonary infarction, which occurs frequently 
in elderly people, may precipitate heart failure if some heart disease is present. An early 
finding may be isolated pleural effusion, which must be differentiated from malignant and 
pulmonary infarction. In the presence of sinus rhythm, the heart rate may be an unreliable 
index as to the presence of congestive failure, since older people have a tendency to brady- 
cardia. In determining whether heart failure is present, venous pressure and circulation 
time may aid in the diagnosis. When correctable cardiac or extracardiac factors exist, their 
correction may result in improved cardiac function. Therefore, cardiac arrhythmias should 
be controlled, antibiotics given if hidden infection is suspected, anemia and hyperthy- 
roidism corrected, excess weight reduced, and malnutrition corrected. The treatment for 
congestive heart failure in elderly people in general consists of rest, and the use of digitalis, 
diuretics, and sodium restriction. Vitamin supplements may be necessary in patients re- 
ceiving diuretics. Oxygen is used for acute left ventricular failure. The physical status of 
the patient will influence the control of heart failure. Other measures include sedation, 
cough control, and the aspiration of pleural and ascitic fluid. Elderly patients are more 
susceptible to the toxic effects of digitalis and therefore the patient is digitalized slowly 
by the oral route with short-acting preparations such as digoxin or gitalin. Coronary in- 
sufficiency: The angina pectoris may be manifested as nocturnal angina or angina decubitus. 
These have been known to be present for long periods without the occurrence of myocardial 
infarction. If the onset is not recent and there is no increase in frequency of attacks, the 
prognosis is likely to be fair. Angina can be alleviated to some extent by the correction of 
anemia, biliary disease and metabolic overload, and the control of physical activity. Ad- 
ditional management includes mild sedation, nitroglycerin for pain, and explanation of the 
patient’s condition. The longer-acting nitrates have proved disappointing in elderly people. 
Ablation of the thyroid with radioactive iodine is sometimes beneficial in the euthyroid 
patient with severe angina pectoris. Myocardial infarction in old people may be masked 
by previous angina. A silent infarction may occur and be masked by another illness such as 
acute pulmonary edema, the postoperative state, or painless myocardial infarction. An 
elderly patient with acute myocardial infarction is more likely to have congestive heart 
failure than is a younger patient. Anticoagulants, if properly controlled, are not contraindi- 
cated in the aged. Prognosis in the case of myocardial infarction grows worse with increasing 
age. Cardiac arrhythmias: In the elderly, the control of the ventricular rate is the aim, in 
order to prevent the development of myocardial ischemia and congestive failure. Pre- 
mature contractions usually require no medication. Atrioventricular heart block of first 
degree is frequently seen and may cause no particular problem. Auricular fibrillation is one 
of the most common arrhythmias and sometimes may exist with a normal ventricular 
rate and require no digitalis. Other patients will do better with digitalis to control the 
ventricular rate. In still others, it is best to attempt to convert the auricular fibrillation 
to sinus rhythm. Auricular flutter is infrequent but should be controlled by digitalis and 
quinidine if necessary. Ventricular tachycardia is an urgent situation which occurs rarely 
except as a complication of myocardial infarction. It is best managed by the intravenous 
administration of procaine amide carried out during electrocardiographic monitoring. 
Quinidine is also useful. Paroxysmal auricular tachycardia with block is an important 
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arrhythmia frequently associated with digitalis intoxication. The block may be irregular 
and the ventricular rate may be rapid. Therefore, it is best identified by electrocardiogram. 
Digitalis should be omitted and the digitalis intoxication controlled. In the management 
of supraventricular tachycardias, when it has been ascertained that digitalis intoxication 
is not present, sufficient digitalis should be given to control the ventricular rate; quinidine 
should be used if digitalis alone does not control the arrhythmia. Adams-Stokes syndrome 
is more common than in younger persons who manifest complete heart block. It is important 
to rule out disease of the central nervous system. The electrocardiogram is valuable in 
searching for A-V heart block, ventricular premature contractions, ventricular tachycardia, 
or fibrillation. A search for carotid sinus hypersensitivity should be made. Atropine to 
inhibit vagal reflexes and Isuprel to stimulate nodal pacemakers may be of value in manage- 
ment. Parenteral epinephrine during an acute seizure due to heart block may be life-saving. 
Quinidine and procaine amide are of uncertain value and may aggravate the condition 
when a patient is having alternate bouts of ventricular tachycardia and cardiac arrest. 


SENILE PURPURA AND LIVER DISEASE. A POSSIBLE RELATIONSHIP. 
Derbes, V. J., and Chernosky, M. E. A.M.A. Arch. Dermat. 80: 529 (Nov.) 
1959. 


In 5 of 20 patients with senile purpura, the liver was enlarged. Liver function tests showed 
retention of bromsulphalein beyond normal limits in half of the patients, abnormal cephalin 
flocculation in 8, excess thymol turbidity values in 5, reversed albumin/globulin ratio in 
7, and elevated levels of alkaline phosphatase in 7. Needle biopsy specimens of the liver in 
9 of 10 cases studied showed sears in the liver parenchyma, fatty changes in liver cells, 
regeneration and owl-eye nuclei, collections of lymphocytes about the portal triads, focal 
areas of necrosis, pigmentary derangements, and full-blown cirrhosis in 1 instance. Results 
of the Rumpel-Leede test were strongly positive in 1 patient and abnormal in 3 others. 
The clot-retention time was prolonged in 2 patients and the prothrombin time in 1. Other 
hematologic tests gave normal results. The hypothesis is presented that liver disease may 
be a contributing factor in senile purpura. This study suggests that liver function should 
be investigated in cases of senile purpura. 


LESIONS OF THE MACULA AND PERIMACULAR REGION OF INVOLUTIONAL AND 
SENILE ORIGIN. 
Elliot, A. J. J. Michigan M. Soc. 58: 2002 (Dec.) 1959. 


Methods of examination: Subjective testing of visual acuity is an important means of 
diagnosing lesions of the macula. Visual acuity should be recorded with and without spec- 
tacles, and with a pinhole dise after the vision has been determined. The dise helps to dis- 
tinguish between lesions of the macula, which are common in elderly people, and other 
defects in the eye such as incipient cataracts, the vision being poorer with the dise in the 
case of the former, and visual acuity slightly improved with the dise when the difficulty 
is primarily due to early lens changes. With dense cortical opacities, there can also be a 
decrease in vision with the disc, but the examiner is alerted to look for a difficulty in the 
posterior segment of the eve. Examining the eye with the pupil dilated is the best practice. 
A study of the visual fields will show central scotoma, and this study should be performed 
in all patients with a significant defect in vision. Because the procedure is time-consuming, 
central and peripheral fields have been examined using a small white headed pin, moving 
the patient to the tangent screen only when necessary to record the findings. Slit-lamp 
microscopy is likely to prove difficult to perform with ease. Fundus photography helps to 
determine whether a lesion is changing in size. A study of the uptake of radioactive 
phosphorus is advisable if a malignant tumor is suspected in the posterior pole of the eye. 
Transillumination of lesions in the region of the macula is difficult and may not be reliable 
in diagnosing intraocular malignant lesions. Lesions affecting the macula are divided into 
elevated and nonelevated types. Elevated lesions: 1. Senile disciform degeneration is the most 
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common of the elevated lesions in old age. It usually occurs in the sixth decade and is char- 
acterized by a subretinal hemorrhage into the central area, which raises the retina into a 
mound. In advanced cases, there is a large mass in the macular area and frequently hemor- 
rhages in the retina around the lesion. The involvement is frequently bilateral. It must 
be distinguished from melanoma of the choroid. 2. Malignant melanomata are rare. Lipoid 
deposits are lacking at the margins of this lesion. The lesions are likely to be situated near 
rather than over the macular area. Careful examination with maximum dilatation of the 
pupil will show a serous detachment of the retina without a tear, inferiorally. In suspected 
cases, it is well to delay removing an eye and note the characteristic changes in size and 
color. Hypersensitivity states affecting the macula: 1. Central serous retinopathy: Toxoplas- 
mosis and histoplasmosis may be the cause of inflammation affecting the choroid and the 
retina in the region of the macula. For many such inflammations no cause can be found. 
2. Macular edema after cataract extraction is rare. Visual acuity returns to normal after 
several months without treatment. 3. Metastatic tumor: The tumor usually is round, and 
the elevation marked. The appearance is like the surface of an orange. The surrounding 
retina is normal and the peripheral visual field full. 4. Hemangioma of the choroid: This 
rare condition may be situated near the dise and because of its gray color be mistaken fora 
malignant melanoma. Nonelevated lesions of the macular area: 1. Senile degeneration of 
macula: This common cause of failure of central vision in elderly people is characterized 
by the appearance of degenerative changes, usually punctate in nature, and due to sclerosis 
and obliteration of the small capillaries in the choroid in the central area. Hemorrhage 
may or may not be present. After a time, both eyes may be involved. 2. Myopic changes: 
The atrophic process of stretching in myopia results in choroidal hemorrhages near the 
macula so that loss of central vision occurs. The degenerative process can be in the region 
of the macula and not accompanied by hemorrhage. 3. Angioid streaks: Many hemorrhages 
occur at the macula and there is severe loss of vision. Diseases affecting blood vessels: 1. 
Macular changes after central retinal vein occlusion: There is sudden complete or almost 
complete loss of vision and a red spot at the macula with surrounding edema. In hyper- 
tension, diabetes, nephritis and blood dyscrasias, hemorrhages and exudates will occur. 
2. Circinate retinitis: Circinate degeneration in the macular region occurs in elderly people. 
There are many bright white spots in the deep retinal layers around the macula. A serious 
defect in vision is present. During the chronic course, hemorrhages may occur over the 
macula or peripheral to the white spots. 3. Traumatic lesions affecting the macula: Usually 
a severe blow is required on the anterior part of the eye to cause a hole in the macula. It 
ean be affected also by tears in the choroid. 4. Colloid deposits: Massive deposits in the 
retina posteriorly may not affect the macula, but in many cases central vision decreases, 
possibly because of degeneration and sclerotic changes in the retina on the central area 
of the choroid underneath. 5. Cystic degeneration of the macula: Nontraumatic holes in the 
macula are not uncommon. There will be a dark red spot in the fovea suggesting a “‘punch” 
mark. T'reatment: Heparin has been of no benefit in senile macular degeneration. It is some- 
times combined with potassium and niacinamide hydroiodide. Steroids are indicated in 
lesions due to hypersensitivity, pyrimethamine in those caused by toxoplasma, and am- 
photericin B in lesions of the macula due to histoplasma. Steroids may be combined in the 
treatment of histoplasma chorioretinitis. Following cataract extraction, vision may return 
to normal without treatment. Low-vision optical aids offer some opportunity for improve- 
ment in vision. Occupational therapy and the assurance that they will not be blind should 
be given to patients with lesions of the macula. 


THE RELATION OF THE RHEUMATOID FACTOR CONTENT OF SERUM TO CLINICAL 
NEUROVASCULAR MANIFESTATIONS OF RHEUMATOID ARTHRITIS. 

Epstein, W. V., and Engleman, E. P. Arth. & Rheum. 2: 250 (June) 1959. 
Nine patients with typical peripheral rheumatoid arthritis are described. Moderate to 


severe vascular occlusive phenomena and peripheral neuropathy had developed during 
the course of the disease. The arthritis in all was in Stage III or IV and each patient had 
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been treated with adrenocortical steroids for periods of one and a half to five years. This 
often was prednisone in a dosage of approximately 15 mg. daily, or its equivalent in other 
prepirations. Besides severe deforming disease, the patients had in common, subcutaneous 
nodules, large amounts of circulating rheumatoid factor, and significant ischemic skin 
changes or peripheral neuropathy, or both. The incidence of subcutaneous nodules and the 
magnitude of the F IT hemagglutination titer were significantly different from those found 
in 215 patients with rheumatoid arthritis. The titers exceeded 1:56,000 in the sera of all 9 
patients, but in only 20 per cent of the 215 positive sera tested. It may be that cortico- 
steroids aggravate the pre-existing arteritis of rheumatoid arthritis. These observations 
suggest that in persons with rheumatoid arthritis in an advanced state, and who have 
subeutaneous nodules and a high concentration of circulating rheumatoid factor, the ad- 
ministration of corticosteroids may be contraindicated. 


THE CLINICAL COURSE OF ARTHRITIS ASSOCIATED WITH ULCERATIVE COLITIS AND 
REGIONAL ILEITIS. 


Ford, D. K., and Vallis, D.G. Arth. & Rheum. 2: 526 (Dec). 1959. 


The clinical course of arthritis complicating ulcerative colitis and regional ileitis was 
studied in 20 patients. The arthritis is a clinical entity and distinct from rheumatoid arthri- 
tis. It is characterized by subacute episodes involving a few joints, usually with an asym- 
metrical distribution, more frequently of the lower limbs, and often with erythema 
nodosum. Recovery is the rule, and clinically significant permanent joint damage or chronic 
arthritis of peripheral joints is uncommon. Spondylitis may be a late sequel in a few cases. 
Surgical removal of the affected intestine prevents recurrences of peripheral arthritis. 
(Authors’ summary.) 


EXPERIENCE WITH ANABOLIC STEROID (DELADUMONE) THERAPY FOR DECUBITUS 
ULCERS: A PRELIMINARY REPORT. 
Forster, W., and Henderson, A. L. Curr. Therap. Research 1: 97 (Nov.) 1959. 


Deladumone contains in each cubic centimeter 90 mg. of testosterone enanthate and 4 
mg. of estradiol valerate. Its anabolic action, which is prolonged for three to four weeks, 
was employed in 9 elderly psychotic patients to promote the healing of decubitus ulcers, 
and in 2 others as a prophylactic measure. Deladumone was administered intramuscularly 
in doses of 1 or 2 ce. every three to four weeks for periods of one to nine months. Decubitus 
ulcers healed in 3 patients and did not recur during three to nine months’ observation. 
Marked improvement occurred in 2 other patients. Four patients died of their primary 
disease before therapy could be evaluated. Administered prophylactically, Deladumone 
eliminated or retarded the appearance of decubitus ulcers. This combination of hormones 
was well tolerated and did not stimulate genital or accessory sexual structures. Investiga- 
tion of the effectiveness of this preparation in larger groups of elderly or debilitated pa- 
tients, or both, with existing or latent decubitus ulcers is suggested. 


RELATIONS ENTRE L’INVOLUTION DES GLANDES ENDOCRINES ET LES AFFECTIONS 
PSYCHIATRIQUES DE L’AGE AVANCE (RELATION BETWEEN INVOLUTION OF THE 
ENDOCRINE GLANDS AND PSYCHIATRIC DISORDERS OF OLD AGE). 

Garrone, G., and Constantinidis, J. Schweiz. med. Wehnschr. 89: 1211 (Nov. 14) 
1959. 


The urinary excretion of 17-ketosteroids and corticoids was measured in 87 elderly per- 
sons with various diseases of the brain: senile dementia, 19; Alzheimer’s disease, 21; atrophic 
degenerative dementia complicated by arterial lesions, 15; dementia due to cerebral arterio- 
sclerosis, 26; dementia due to cerebral arteriosclerosis and complicated by chronic aleo- 
holism, 6. The 17-ketosteroid excretion was low in the degenerative dementias, especially 
in Alzheimer’s disease, but normal in dementia due to cerebral arteriosclerosis. The diminu- 
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tion in 17-ketosteroids was primarily in the androgen metabolite fraction, but in advanced 
forms of dementia the 17-ketosteroids oxygenated at C'! were markedly affected. The uri- 
nary corticoids, determined by the Daughaday, Porter and Silber, and Gornall methods, 
were reduced to approximately one-third below the excretion rate in normal adults (5 mg. 
per twenty-four hours). The corticoids behaved just as in normal aged persons. Relating 
17-ketosteroid excretion to clinical symptoms, it was found that the degree of dementia was 
more severe as the rate of excretion of 17-ketosteroids was reduced. 17-Ketosteroid ex- 
cretion was lower in persons with hair loss than in those with normal hair growth. Hair loss 
was more frequent in the degenerative dementias than in those due to vascular causes. 
Body weight did not affect excretory rates. In each group, including the degenerative 
dementias, a direct relationship existed bet ween the highest level of 17-ketosteroid excretion 
and the presence of hypertension, albuminuria, and arteriosclerosis of the fundus of the 
eye. The lowest rates of 17-ketosteroid excretion were found in persons with positive results 
for hepatic function tests. Following the administration of ACTH by intravenous drip, 
an increase occurred in the excretion of corticoids and of 17-ketosteroids which was greater 
in persons with dementia due to arteriosclerosis than in those with Alzheimer’s disease. 
Persons with dementia due to arteriosclerosis reacted to the administration of chorionie 
gonadotropin with a slight increase in total 17-ketosteroids. These results show that in 
Alzheimer’s disease a degenerative lesion of the adrenal cortex exists which is independent 
of cerebral atrophy. The question is raised as to whether this insufficiency is an indication 
of other extracerebral lesions that may play a part in the evolution of the disease. 


URIC ACID RETENTION DUE TO HYDROCHLOROTHIAZIDE. 
Healey, L. A.; Magid, G. J., and Decker, J. L. New England J. Med. 261: 
1358 (Dec. 31) 1959. 


A case is reported of acute arthritis which developed while a man with a history sug- 
gestive of gouty arthritis was receiving chlorothiazide. The arthritis responded quickly 
to colchicine. Chlorothiazide administration was twice associated with marked hyper- 
uricemia. Probenecid given simultaneously restored the serum uric acid level to control 
values or below. Following this, the effects on the excretion of uric acid of hydrochloro- 
thiazide alone and in combination with other agents was evaluated. Only 1 of 10 patients 
receiving 50 to 600 mg. of hydrochlorothiazide daily failed to show a rise in the concentration 
of serum uric acid after three days. After twenty-one days, the level in 1 patient showed a 
further slight rise; in the remainder the levels were lower than at the three-day point but 
above the pre-drug values. The degree of retention appeared to be related to dosage. Hydro- 
chlorothiazide simultaneously reduced uric acid clearance, an effect considered to be due 
to an action on the renal tubules and which was completely reversed by probenecid and 
by zoxazolamine. In 1 patient receiving acetylsalicylic acid, hydrochlorothiazide did not 
inhibit uricosuria induced by acetylsalicylic acid. None of the subjects in the clearance 
studies showed significant changes in creatinine clearance. The ratio of clearance of uric 
acid to clearance of creatinine consistently fell with administration of the test drug. A 
single acute clearance study showed a paradoxical rise in the ratio of clearance of uric acid 
to clearance of creatinine, due primarily to increased uric acid excretion during the two to 
six hours following administration of hydrochlorothiazide. Under the conditions of the 
studies reported, the tubular effect resulting in urie acid retention appeared to come into 
play at some time between six and twelve hours after oral treatment. More studies are 
required to clarify these shifts. 


A CLINICAL, PHYSIOLOGIC AND PSYCHOLOGIC STUDY OF 20 GERIATRIC CLINIC 
PATIENTS. 

Hickler, R. B.; Gifford, 8.; Hamlin, J. T., 111; Murawski, B. J.; Tyler, H. R., 
and Wells, R. E., Jr. Ann. Int. Med. 61: 1335 (Dec.) 1959. 


Twenty geriatric clinic patients were selected at random for a comprehensive evaluation. 
Findings that developed from correlations between the separate parts of the study were 
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considered to be the most valuable aspect of the work, and may be summarized as follows: 
1) Certain physical, intellectual and physiologic deficits tended to coexist in the same 
elderly individuals. When the subjects with pronounced prebycusis and normal hearing 
were compared, a striking tendency was found in the former to comparatively severe 
systolic hypertension, lower I.Q., diminished vital capacity and limited pulse rise on tilting 
upright. Chronologic age was greater in the deaf group but could not account for the mag- 
nitude of the differences found within the relatively narrow age range encompassed by the 
study. This suggests that constitutional endowment is an important determinant in the 
occurrence and severity of coexistent late-life deficiencies commonly associated with the 
“aging process.’’ 2) In the four independent evaluations of mental function by the psy- 
chiatrist, neurologist, social worker, and psychologist there was a statistically significant 
similarity in the ratings given the individual subjects. Individual differences in effectiveness 
did not correlate with chronologic age, intelligence level, and physical or physiologic im- 
pairment. The important determinants were: a) a lifelong pattern of successful adaptation 
to change, b) dependable early parental attitudes and the capacity to establish successful 
personal relationships in later life, c) educational achievement and maturity of emotional 
response, d) ability to keep physically active or to enjoy a range of creative interests, and 
e) preservation of memory and judgment. This suggests that one method of rating elderly 
persons and defining their mental aptitudes might be based on a concept of over-all psy- 
chologic and social effectiveness. 3) A comprehensive evaluation of the ambulatory elderly 
patient will differentiate a) age-related, constitutionally determined physical and physi- 
ologic changes, and b) lifelong psychologic and social patterns. Further research on aging 
is particularly well suited to a comprehensive, correlative approach, including clinical, 
physiologic and psychologic methods. Such an investigation can be well carried out as 
part of a geriatric clinic devoted to a long-term treatment program. (From authors’ sum- 
mary and conclusions.) 


THE EFFECT OF TRIAMCINOLONE ON PSORIATIC ARTHRITIS—A TWO YEAR STUDY. 
Hollander, J. L.; Brown, E. M., Jr.; Jessar, R. A.; Udell, L.; Cooperband, S., 
and Smukler, N. M. Arth. & Rheum. 2: 513 (Dec.) 1959. 


Seventeen patients aged 26 to 74 years with psoriasis and arthritis received triamcinolone 
in daily doses that ranged from 6 to 16 mg. Initially, 9 patients showed almost complete 
clearing of psoriatic lesions during the first two months of treatment, 3 major improvement, 
4slight clearing, and 1 patient no change. Lesions on the face, scalp, trunk and extremities 
healed readily, but changes in the nails and lesions on the feet required several months to 
heal. In all except 2 patients, the arthritis was better controlled by triamcinolone than by 
any previous treatment. This improvement was maintained for longer than a two-year 
observation period. Eleven had previously received prednisone or prednisolone. The re- 
sponse to triamcinolone in the 6 patients who had not previously received steroids was 
comparable to that seen with other steroids. Side-effects with triamcinolone were numerous 
and included anorexia, weight loss, frequency of urination, constipation, moonface, flushing, 
acne, dryness of the skin, hirsutism, muscle cramps, weakness, epigastric distress, purpura, 
and a slight increase in blood pressure. These continued to some degree in most patients. 
A peptic ulcer that developed in 1 patient after eight months’ therapy healed during an 
ulcer regimen. In another patient, triamcinolone may have caused an increase in chronic 
nephritis. In 1 patient, osteoporosis and a spontaneous fracture occurred. By the end of the 
first year, partial relapse of the psoriasis had become apparent in some cases. At the end 
of a two-year period, partial relapse had occurred in almost every case. In 3 patients, the 
condition reverted to that prior to commencing triamcinolone. This eventual relapse 
despite continued therapy probably precludes any value of triamcinolone for long-term 
control of psoriasis alone. It, however, shows promise for those patients in whom the pso- 
riasis, the arthritis, or both, are so severe and intractable that the calculated risk and 
expense of long-term therapy are justified. 
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THE PLEURAL AND PULMONARY COMPLICATIONS OF RHEUMATOID ARTHRITIS. 
Horler, A. R., and Thompson, M. Ann. Int. Med. 61: 1179 (Dec.) 1959. 


One hundred and eighty patients (52 males and 128 females) with rheumatoid arthritis 
seen during a period of two years were investigated for possible pleural and pulmonary 
lesions. Nine were found to have or to have had a pleural effusion for which no cause could 
be found other than rheumatoid disease. Eight of these patients were males. One further 
patient had radiologic evidence of a “honeycomb lung.”’ The case histories of these 10 
patients are presented. The 9 patients with pleural effusion have been under observation 
for periods ranging from fourteen to one hundred months (average, forty-eight months), 
and no evidence has developed of any other disease process that could have accounted for 
the effusion. The importance of excluding other connective tissue disorders, tuberculosis, 
and malignant disease is discussed. Two of these patients (both males) also had coincident 
parenchymatous lung lesions; in one they were nodular, and in the other, diffuse and fibrotic. 
In both, the pleural and pulmonary lesions developed some time after the onset of the 
arthritis. The other 6 male patients with pleural effusion had no evident lesions of the 
underlying lung. In all, the appearance of the effusion was accompanied by an acute febrile 
respiratory illness related to the onset of the arthritis. A review of the relevant literature 
confirmed the view that pleural effusion complicating rheumatoid arthritis occurs pre- 
dominantly in men. In the only female patient with this complication in our series the 
effusions developed several years after the onset of her arthritis. It is concluded that pleural 
effusion occurs not infrequently in the course of rheumatoid arthritis, predominantly in 
men. It may be associated with parenchymatous pulmonary disease, but more commonly 
occurs as an isolated finding, and then is often an inaugural event in the disease. Rheumatoid 
arthritis merits a place in the differential diagnosis of pleural effusion, especially when it 
occurs in middle-aged men and is associated with recent or developing joint symptoms. 
(From authors’ summary.) 


HYPOTENSIVE PROPERTIES OF A NEW MONOAMINE OXIDASE INHIBITOR: DL-SERINE- 
N?-ISOPROPYLHYDRAZIDE. 

Maxwell, M. H.; Roth, 8. I.; Pearce, M. L., and Kleeman, C. R. 32nd Sei. 
Session, Amer. Heart Assoc., Oct. 1959; Abstract, Circulation 20: 738 (Oct.) 
1959, Part 2. 


The hypotensive properties of a new monoamine oxidase inhibitor, chemically related 
to iproniazid but containing serine, dl-serine-N?-isopropylhydrazide (RO 4-1038), were 
investigated. Patients were selected from a ‘‘study”’’ group of individuals with relatively 
stable essential hypertension of mild to moderate severity. Following a control period of 
placebo therapy, oral administration of RO 4-1038 twice daily resulted in a progressive 
decrease of blood pressure, generally most marked in the upright position and reaching a 
plateau in two to three weeks. The hypotensive effect was considerably enhanced by the 
simultaneous administration of chlorothiazide (dose, 250 to 500 mg. twice daily). With 
patients serving as their own controls, the hypotensive action of RO 4-1038 (average dose, 
20 mg. daily) was greater than that of combined reserpine and chlorothiazide therapy. 
The simultaneous use of RO 4-1038 (average dose, 10 mg. daily) and chlorothiazide had a 
hypotensive effect equivalent to that of ganglionic blocking agents in the usual therapeutic 
dosage. No drug tolerance developed during continuous administration of RO 4-1038 for 
as long as four months. There was no evidence of renal, hepatic, central nervous system or 
hematologic toxicity. In 16 patients, the following average blood pressure reductions were 
achieved. Group A: supine, placebo 193/105, RO 4-1038 162/93; standing, placebo 194/116, 
RO 4-1038 131/87. Group B: supine, placebo 204/122, RO 4-1038 plus chlorothiazide 141/90; 
standing, placebo 212/131, RO 4-1038 plus chlorothiazide 110/80. It is coneluded that the 
new monoamine oxidase inhibitor, RO 4-1038, is a very potent hypotensive agent. Since 
monoamine oxidase inhibitors increase circulating norepinephrine and serotonin, it is 
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suggested that, in man, the usual vasoactive adjustments to the erect position may be 
medixted by metabolic products of naturally occurring pressor amines, rather than by the 
amines themselves. 


FURTHER OBSERVATIONS SUPPORTING THE ENZYME DEFICIT THEORY OF THE 
CAUSE OF ESSENTIAL HYPERTENSION. 

Mendlowitz, M.; Weinreb, H. L.; Naftchi, N., and Gitlow, S. E. 32nd Sei. 
Session, Amer. Heart Assoc., Oct. 1959; Abstract, Circulation 20: 740 (Oct.) 
1959, Part 2. 


Reactivity to l-norepinephrine (NE) was determined in the digital circulation of 20 
normotensive subjects and 20 patients with essential hypertension. The work of vasocon- 
striction per mg. of intravenously infused NE was measured both before and after the 
administration of prednisone or prednisolone. After one week of therapy, prednisone pro- 
duced an increase in NE reactivity in some but not all normotensive subjects but in none 
of the hypertensive subjects, and after a single intravenous injection of prednisolone (100 
mg.), NE reactivity was moderately increased in the normotensive but not in the hyper- 
tensive group. After three weeks of prednisone therapy (30 mg. daily), however, reactivity 
to NE was doubled or trebled in most subjects of the normotensive group, but remained 
substantially unchanged in the hypertensive group. These observations support the theory 
that prednisone or prednisolone inhibits the enzyme which inactivates NE and that there 
is a deficit of this enzyme in essential hypertension. That the effect cannot be attributed 
to structural vascular changes is indicated by observations in 20 cases of Raynaud’s disease, 
both of the obstructive and vasospastic types, in which such structural changes as intimal 
hyperplasia and smooth muscle hypertrophy are known to occur in the digital arteries. 
NE reactivity was normal in both types of Raynaud’s disease. Whether or not a hereditary 
deficit of the specific enzyme, O-methyl transferase, is the cause of essential hypertension 
can be established only by appropriate chemical studies. 


I LIPIDI EMATICI NEI VECCHI SOTTOPOSTI AD INTERVENTO CHIRURGICO (BLOOD 
LIPID CHANGES IN THE ELDERLY AFTER SURGICAL OPERATION). 
Occhipinti, S., and Podesta, A. Gior. Gerontol. 7: 463 (June) 1959. 


Whereas in young and adult subjects a surgical operation causes an increase in the level 
of blood lipids which is not constant and usually limited to the first days following the 
operation, in an elderly person postoperative hyperlipemia is constant and of considerably 
greater significance. It is characterized by an increase in blood lipid levels due primarily 
to a high concentration of steroid fractions and to a lesser degree to other fractions. This 
hyperlipemia persists for at least ten days postoperatively and slowly the blood lipid level 
returns to preoperative values. These findings in senile patients are attributed to inade- 
quate functioning postoperatively of the organs and systems that regulate lipid metabolism. 
(Excerpt of authors’ summary) 


“STRAIGHT BACK’? SYNDROME. 
Rawlings, M.S. 32nd Sci. Session, Amer. Heart Assoc., Oct. 1959; Abstract, 
Circulation 20: 754 (Oct.) 1959, Part 2. 


A new syndrome of heart disease, apparently due to a previously unrecognized chest 
deformity, is introduced. Nine cases have been collected in three years. In this deformity, 
the normal curve of the upper dorsal spine becomes straightened so that the examiner’s 
flattened palm may be superimposed upon the area without deviation of the extended 
fingers. This ‘‘straight back’? syndrome may produce pseudo heart disease in one of two 
ways. First, as in funneling of the sternum, there is a decrease in the AP diameter of the 
chest which may compress the mediastinal structures and cause false heart enlargement 
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in the frontal view, particularly in the great vessel area. This is due to a relative inward 
displacement of the straightened dorsal spine. The condition is easily recognized when 
lateral views are taken. Secondly, in cases of less severe mediastinal compression, the 
defect may be associated with the production of mechanical murmurs. These murmurs are 
systolic in timing, usually basal in location and would seem related to impingement or 
distortion of the great vessels. Rarely is the defect found without either false heart en- 
largement or mechanical murmurs. These defects are simple and may not be uncommon. 
Recognition of this condition may prevent a common form of iatrogenic heart ‘‘disease” 
that could be excluding many patients from employment, insurance, or peace of mind. 


SC-8246, A NEW ESTROGEN ANALOG: LIPOPROTEIN EFFECTS WITH MINIMAL 
FEMINIZATION. 
Rivin, A. U. Metabolism 8: 704 (Sept). 1959. 


SC-8246 (16-alpha chlorestrone 3-methyl ether) was administered for periods of six to 
twelve months to 20 male survivors of acute myocardial infarction ranging in age from 30 
to 63 years. A significant decrease in serum cholesterol concentration occurred in only 6 
of 13 patients with an initial cholesterol level above 250 mg. per 100 ml., and there was no 
change in the other 7. Of 7 initial cholesterol levels below 250 mg. per 100 ml., no level 
decreased, 3 increased, and 4 were unchanged. In 9 of 11 patients with an initial alpha:beta 
lipoprotein ratio of less than 20 per cent, a significant increase occurred, but no change 
in the other 2. Among 9 subjects with a ratio initially above 20 per cent, a further increase 
occurred in 8 while taking the drug. This estrogen appeared to have an advantage in terms 
of lessening side-effects. Mild breast tenderness or gynecomastia occurred in 15 of the 17 
patients with a ‘‘favorable”’ lipoprotein change. When the dosage was reduced to 5 mg. 
daily or every other day, the lipoprotein effect in 8 of them could be sustained while the 
breast changes disappeared. Libido disappeared from 2 patients and was diminished in 1 
other. Other side-effects were nausea in 1 patient, loss of ambition in 5, and itching or 
dryness of the skin in 4. 


UNTERSUCHUNGEN UBER EINFLUSSE DES LEBENSALTERS AUF DIE MENSCHLICHEN 
ERYTHROZYTEN. II. (BER DIE RETIKULOZYTENREIFUNG IN DEN VERSCHIEDENEN 
LEBENSALTERN (THE INFLUENCE OF AGE ON HUMAN ERYTHROCYTES). 

Schlomka, G., and Christiani, 8. Z. Alternsforsch. 12: 6, 1958; through Excerpta 
Med. (Gerontol. & Geriatrics) 2: 305, 1959. 


In previous investigations, the authors found morphologic and physiologic differences 
among erythrocytes from persons of various age groups. As a measure of the former, Price 
Jones curves were used; for the latter, mechanical resistance. The present paper deals 
with the maturation time of erythrocytes, measured in vitro by counting reticulocytes 
after four, eight, and 24-hour incubation. The total maturation time is almost identical 
in the various age groups. Both the time necessary for 50 per cent of the reticulocytes to 
reach maturity and the average maturation time reach a minimum at 40 years of age, and 
increase again in higher age groups. The matrix of erythrocyte formation thus takes part 
in the general process of aging, in spite of its continual regeneration by cell division. 


MANAGEMENT OF SEVERE BONE PAIN IN GENERALIZED NEOPLASTIC DISEASE WITH 
COMBINED ANABOLIC STEROIDS (DELADUMONE). 
Seaman, A. J. Curr. Therap. Research 1: 64 (Oct.) 1959. 


Two cases of generalized neoplastic disease were identified as Hodgkin’s disease in one 
patient and presumptively diagnosed as plasmocytic myeloma in the other. Following 
therapy with Deladumone, a marked reduction occurred in severe pain secondary to wide- 
spread bony metastases. In the patient with Hodgkin’s disease, the maintenance of thd 
reparative processes in the affected bone areas in spite of advancing neoplastic disease ane 
concomitant long-term corticoid therapy is attributed to the administration of Deladumone. 
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During treatment with this long-acting preparation of testosterone enanthate combined 
with estradiol valerate there was no evidence of undesirable stimulation of genital or ac- 
cessory sexual structures for periods of approximately five and nine months, respectively. 
These results appear sufficiently suggestive to justify further investigation of the use of 
Deladumone in bone pain secondary to malignant invasion. (Author’s summary.) 


CHRONIC ‘“‘NONSPECIFIC’? MYOCARDITIS—FORGOTTEN CLINICAL ENTITY. 
Silber, E. N.; Shaffer, A. B., and Cahue, A. 32nd Sci. Session, Amer. Heart 
Assoc., Oct. 1959; Abstract, Circulation 20: 770 (Oct.) 1959, Part 2. 


The diagnosis of chronic myocarditis, so frequent before 1900, fell into disrepute with 
the appreciation of the relationship of coronary artery disease to replacement fibrosis of 
the myocardium. During the past ten years, evidence from clinico-pathologic studies, as 
well as from the cardiac surgeon’s table, indicates that chronic nonrheumatic myocarditis 
may be the ‘‘great imitator’’ in cardiology. Nevertheless, few physicians today ever enter- 
tain such a diagnosis when confronted by atypical or obscure instances of heart disease. 
The detailed clinical, laboratory, and necropsy findings of 5 patients with chronic cardiac 
disability due to nonrheumatic myocarditis are presented. The features which are helpful 
in creating clinical awareness of this entity are pointed out. The age of the patients ranged 
from 26 to 76 years; the duration of the disease from one to ten years. Two of these cases 
masqueraded as rheumatic valvular disease; 2 as arteriosclerotic heart disease, and 1 as 
constrictive pericarditis. Important features in establishing the clinical diagnosis are: 
1. The absence of a history of rheumatic fever in patients with heart murmurs. 2. A history 
of antecedent respiratory infection. 3. Unexplained cardiomegaly. 4. Apical diastolic mur- 
murs without other confirmatory signs of mitral stenosis. 5. The presence of bundle branch 
system block, especially LBBB. 6. Sensitivity to relatively small amounts of digitalis. It 
is important to distinguish these cases from surgically remediable heart disease and to 
evaluate their place in the field of chronic cardiovascular dysfunction. 


THE AGED HUMAN SEBACEOUS GLAND. THE EFFECTS OF HORMONE ADMINISTRATION 
AND A COMPARISON WITH ADOLESCENT GLAND FUNCTION. 
Smith, J. G., Jr. A.M.A. Arch. Dermat. 80: 663 (Dec.) 1959. 


Using a refined technique of measuring sebaceous gland excretion by measuring den- 
sitometrically the amount of osmic acid reduced on filter papers applied to the forehead for 
thirty to forty minutes daiiy over a period of three to four days, the absence of a significant 
difference in sebaceous gland excretion of the adolescent male and female was confirmed. 
The finding of no significant difference in sebaceous gland excretion of the aged male as 
compared with the adolescent male was confirmed. The decrease of sebaceous gland func- 
tion in the aged female as compared with the adolescent female was also confirmed. The 
sebaceous gland of the aged male responded to the administration of parenteral testosterone 
with increased excretion. The sebaceous gland of the aged female responded to the admin- 
istration of parenteral progesterone with an increase in excretion to levels not significantly 
different from those in the adolescent female. These increases in glandular function were 
temporary, and excretion levels returned to the pretreatment range within seven weeks of 
cessation of hormone administration. (From author’s summary.) 


A NEW EMPHASIS IN MANAGEMENT OF CARCINOMA OF THE RIGHT COLON IN THE 
VERY OLD: REVIEW OF 67 PATIENTS 70 TO 92 YEARS OF AGE. 
Snyder, W. H., Jr., and Greaney, E. M. Ann. Surg. 150: 872 (Nov.) 1959. 


Among 116 patients with carcinoma of the right colon 67 (58 per cent) were 70 years of 
age or older. The oldest patient was 92 years of age. There were 44 females and 23 males. 
The average duration of symptoms was 6.1 months. The symptoms in the majority were 
those that might have been attributed by the patient to advancing years. The clinical 
findings in percentages were weakness and debility 96, anemia 84, abdominal pain 70, ab- 
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dominal mass 56, bowel changes 44, and weight loss 38. Four symptom patterns were dis- 
cerned: 1) severe debility with weakness and anemia that suggested some form of malig- 
nancy, 2) intermittent cramp-like pain persisting for several months and suggesting chronic 
intestinal obstruction, 3) a history of chills and fever, elevated temperature, or a tender 
mass with a short history which suggested appendiceal abscess or diverticulitis, and 4) 
signs of acute inflammation, perforated viscus, or acute obstruction. Gallbladder disease 
was not suggested to any of those examining the patients. The diagnosis of carcinoma of 
the right colon was most often made by barium enema. Operation could be performed in 53 
patients. This was a right colectomy in 41 patients, a bypass procedure in 9, an exterioriza- 
tion procedure in 1, an exploratory laparotomy in 1 patient, and drainage for one abscess, 
The carcinoma was far advanced in every patient. The pathologic findings showed liver 
or peritoneal metastases in 15 per cent of the surgical cases, metastatic lymph node in- 
volvement in 51 per cent of all resections, and a second unrelated malignancy in 13 per cent. 
The 14 patients treated without operation died; the average survival time was thirty-nine 
days. The operative mortality (death within one month) was 19 per cent. Peritonitis, cardiac 
disease, pneumonia, and shock were the causative factors. Forty per cent of those operated 
upon lived for one to four years after surgery. Eleven are still alive. Sixty per cent died 
before one year (average 2.3 months). Postmortem examination performed from a few days 
to three years after resection showed no recurrent carcinoma in 50 per cent of the cases, 
and clinical observation of patients returned to the hospital near the time of death sug- 
gested that recurrence was unlikely in an even higher percentage; rather, they died from 
other disease or general deterioration. The study demonstrates the need for improving 
the technique and methods for preventing the spread of carcinoma and for improving the 
general health of elderly patients; this includes preoperative and long-term postoperative 
care. Improvement in the survival rates of aged persons with carcinoma of the right colon 
lies particularly in the realm of general care. The following ancillary measures are needed in 
selected patients: 1) multiple, small transfusions of blood, plasma or human albumin, 2) 
tube-feeding at night, 3) an additional supply of vitamins, including vitamins K and By, 
4) administration of endocrines including steroids, androgens and, rarely, thyroid, 5) close 
control of electrolytes, and 6) intramuscular injection of iron in dextran (Imferon). 


ROENTGEN MANIFESTATIONS OF SENILE RHEUMATOID ARTHRITIS. 
Soila, P., and Oka, M. Acta rheum. scandinav. 5: 206, 1959. 


The hands, forefeet, ankles and knees of 93 women and 22 men with rheumatoid arthritis 
which had occurred after the age of 50 years and was of six years’ or less duration, were 
examined roentgenographically. The findings showed that roentgenographic diagnosis 
and follow-up of the disease are possible even in old age. Changes due to aging will be seen 
alongside those due to rheumatoid arthritis, and the necessity exists for distinguishing 
the two. Rheumatoid arthritis in old age may progress rapidly. In several cases the roent- 
genographic characteristics of Stages II and III could be observed after a few months. 
Compared with adult rheumatoid arthritis, however, the prognesis later becomes somewhat 
more favorable. Changes in calcium content and in joint space, periosteal elevation and 
thickening, deformations, carpal fusions, and ankylosis were less common in senile than in 
adult arthritis. In fact, no periosteal changes were observed. Soft-tissue changes as an 
initial symptom also were less commonly observed. Erosions, the most specific roentgen- 
ographiec manifestation of rheumatoid arthritis, were seen with the frequency of those in 
adult groups. Cysts and osteochondrosis were more frequent in senile patients, the latter 
being common. 


TREATMENT OF HEART BLOCK WITH CHLOROTHIAZIDE. 
Tobian, L. 32nd Sci. Session, Amer. Heart Assoc., Oct. 1959; Abstract, Circu- 
lation 20: 779 (Oct.) 1959, Part 2. 


It has been shown previously that heart block associated with hyperkaliemia can be 
relieved by lowering the serum potassium level to normal. It therefore seemed possible that 
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heart block in patients with a normal concentration of serum potassium could be relieved 
by mild depletion of body potassium. Two patients with frequent Stokes-Adams attacks for 
several months were completely freed of attacks during administration of 500 mg. of chloro- 
thiazide plus 6 Gm. of sodium chloride daily. When the chlorothiazide and salt were dis- 
continued, attacks recurred in both patients. When the medication was again given, the 
attacks again disappeared completely. Balance studies indicated that potassium depletion 
existed in both patients while they were taking the drug, even though the serum potassium 
level was normal. The arterial pH was 7.5 in both patients, an indication of the usual mild 
alkalosis of potassium deficiency. The drug had no side-effects. In all likelihood, both po- 
tassium depletion in the A-V node and Purkinje fibers and the mild alkalosis contributed 
to improving cardiae conduction. The mild alkalosis would potentiate adrenergic influences 
and inhibit cholinergic influences on cardiac conduction. 


UBER EINEN BIOLOGISCHEN ALTERSTEST AUF DES GRUNDLAGE DES TOTALCLEAR- 
ANCE-METHODIK MIT PARAAMINOHIPPURSAURE (PAH). (A TEST OF BIOLOGICAL 
AGING, BASED ON THE TOTAL CLEARANCE METHOD WITH PARA-AMINOHIPPURIC 
ACID (PAH).) 

Uhlmann, W. Zitschr. Alternsforsch. 10: 137, 1957; through Excerpta Med. 
(Gerontol. & Geriatrics) 2: 334, 1959. 


Investigation by means of a simplified PAH clearance method of renal functional changes 
in the process of aging is based on the following considerations: It must be possible after a 
single intravenous injection of inorganic test substances to calculate their total clearance 
from the curve of the resulting decline of plasma levels without taking the excretion of 
urine into account, assuming in the first place that they are excreted as completely as 
possible through the kidney, and secondly that at the end of the initial process of distribu- 
tion, the fall of plasma levels has become an exponential function of time. The method is 
described in detail. The 67 subjects were between the ages of 15 and 87; they had normally 
functioning renal and circulatory system. It was found that with advancing age, the total 
PAH clearance is lowered continually and more or less steadily, a slow decline of values 
being registered in the younger age periods, but a more rapid one over the age of 45. Thus, 
the average total PAH clearance from the age of 60 upwards is about 500 ml. per minute or 
less, in the eighth decade it is less than 400 ml., and in the ninth decade it amounts to 300 
ml. or less. These values, obtained by the simplified method are in accord with the findings 
of classical clearance methods. The decline with advancing age of the renal plasma flow is 
explained as a result of involutional changes in the renal capillaries and arterioles. 


AUSSCHEIDUNG DER NEBENNIERENSTEROIDE UND ALTER (EXCRETION OF ADRENAL 
STEROIDS AND AGE). 
Walser, A. Schweiz. med. Wehnschr. 89: 1215 (Nov. 14) 1959. 


The urinary 17-hydroxycorticoids and 17-ketosteroids were determined in 240 persons, 
aged 20 to 90 years, without endocrine disorders, at rest and after ACTH stimulation. The 
excretion of 17-hydroxycorticoids is not dependent upon age, and ranges between 8 and 
9 mg. per twenty-four hours in persons aged 20 to 79 years. No sex difference is apparent, 
as there is no peak of excretion in either men or women. The excretion of 17-ketosteroids 
does show a peak in men aged 20 to 40 years. Stimulation with intravenous ACTH (25 units 
in 1000 ml. of 5 per cent glucose) is followed by a three-fold increase in excretion of 17- 
hydroxycorticoids and a two-fold increase in excretion of 17-ketosteroids, both independent 
of age. 


NITROGEN MUSTARD AND ADRENOCORTICOTROPIC HORMONE IN THE MANAGEMENT 
OF PATIENTS WITH INCURABLE CARCINOMA. 
Wolcott, M. W., and Shaver, W. A. South. M. J. 52: 1375 (Nov.) 1959. 


Eighty patients with a histologic diagnosis of malignancy received nitrogen mustard in 
doses of 0.1 mg. per Kg. of body weight daily for five days in an intravenous infusion of 5 
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per cent dextrose in water. ACTH (60 mg.) was given intramuscularly every six hours for 
five days, beginning eighteen hours prior to the first dose of nitrogen mustard, and con- 
tinued in decreasing doses over the next two days. Palliative surgery, when feasible, was 
used in 31 patients, and x-ray therapy in 50 cases—in 40 before treatment with nitrogen 
mustard and ACTH and in 10 after treatment. Palliation was judged excellent if there was 
a subjective or objective remission for six months or longer; good if improvement in symp- 
toms lasted two months or longer; fair if there was moderate relief for a few weeks; and poor 
when the patient died within a month of therapy, or there was no relief of symptoms. The 
results were excellent in 10 per cent, good in 19 per cent, fair in 24 per cent, and poor in 
47 per cent. The excellent results were obtained in 1 patient with carcinoma of the colon, 
1 with carcinomatosis of the peritoneum who is living and well after three years, 1 with 
lymphosarcoma who also is living and well after three years, 1 with carcinoma of the esopha- 
gus, and 4 with carcinoma of the lung. One of the latter is alive at twenty months after 
treatment and 1 at eight months, without recurrence. A good result was obtained in 1 of 3 
patients with lymphoepithelioma; the drug may occasionally be of benefit in this kind of 
lesion. Good results were also obtained in 1 patient with mesothelioma of the pleura, 1 
with carcinoma of the bladder, and 12 with carcinoma of the lung. It is concluded that 
nitrogen mustard plus ACTH has a slight but definite palliative effect in advanced car- 
cinoma. Subsequent courses do not give relief if a first course fails. Once palliation is at- 
tained, however, additional courses provide palliation in approximately one-fourth of 
cases. Experience with bronchogenic carcinoma showed that nitrogen mustard given prior 
to x-ray therapy produced some added palliation in nonsurgical patients. Neither nitrogen 
mustard alone nor with x-ray therapy added to survival time in these patients. Among 
surgical patients, resection provided the best palliation. X-ray therapy plus nitrogen 
mustard for treatment of a recurrence was of slight but definite value. The best results 
were obtained in patients receiving nitrogen mustard immediately after operation. Here, 
too, nitrogen mustard and x-ray therapy added nothing to the survival time following 
operation. The side-effects of combined nitrogen mustard and ACTH therapy consisted of 
nausea and vomiting (11 cases), leukopenia (9 cases), activation of tuberculosis (1 case), 
purpura (2 cases), and pruritus (1 case). 


NEWS AND NOTICES 


RESEARCH CONFERENCE ON “MUSCLE AS A TISSUE” 


to take place at the 
Lankenau Hospital, Philadelphia 31, Pennsylvania, November 3-4, 1960 


The first two sessions will be devoted to the basic aspects of the structure and 
functional anatomy of muscle and muscle contraction. The third session will 
deal with muscular performance (muscular work, training and fatigue), and the 
final session will deal with clinical applications. Several of the leaders in this 
field will participate and the emphasis will be on new data not previously pub- 
lished. Furthermore, the emphasis will be on smooth and cardiac muscle. 


PROPOSED PROGRAM 


For the past several years it has been the practice of the Lankenau Hospital 
to arrange an annual research conference here covering a field of interest both to 
medical researchers and practicing physicians. We have invited prominent 
workers from different parts of the world and placed emphasis on new and 
original contributions which may significantly influence the future trend of 
research in the particular field. 

Last year the subject was “Bone as a Tissue.” This conference was particularly 
successful; it attracted an audience of more than 450. The complete proceedings, 
including the discussions, will be published by McGraw-Hill in February 1960. 

We have decided to follow this up with a similar conference on ‘‘Muscle as a 
Tissue” to be held at Lankenau Hospital on November 3 and 4, 1960, as part of 
the centennial program of the hospital. 

The plans call for a two-day conference, with a total of 4 sessions. Each session 
will have 4 papers, plus discussion. 


Thursday, November 3, 1960 


Morning Session: Basic Aspects of Structure and Functional Anatomy of Muscle. 
(Accepted) Chairman: Dr. Clark Brown (Lankenau) 
Introductory remarks and historical background by the Chairman. 
1. “The Skeletal Muscle,” by A. F. Huxley. 
(Accepted) 2. ““The Smooth Muscle,’”’ by E. Bozler, Ohio State. 
(Accepted) 3. “The Cardiac Muscle,’ by R. W. Ramsey, Medical College, 
Virginia. 
4. Discussion. 
Afternoon Session: Muscle Contraction. 
(Accepted) Chairman: H. E. Huxley 
Introductory remarks by the Chairman. 
1. “Biochemistry of Muscle Contraction,”’ by Andrew Szent-Gyorgyi. 
2. “Chemical Events and Contractile Activity,” by R. E. Davies, 
University of Pennsylvania. 
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3. “Contractivity of Models and Relaxation Factors,” by Lorand 
(Northwestern) or Ebashi (Tokyo). 
(Accepted) 4. “Energy Expenditure in Muscle Contraction,” by Britton Chance, 
University of Pennsyvania. 
Evening Session: Dinner. 
Dinner address: V. A. Engelhardt, Academy of Sciences of the U.S. S. R., 
Lenin Prospekt, Moscow. 


Friday, November 4, 1960 


Morning Session: Muscular Performance. 
(Aecepted) Chairman: D. B. Dill, Army Chemical Center 
Introductory remarks by the Chairman. 
(Accepted) 1. “‘Muscular Performance,” by Asmussen (Copenhagen). 
(Accepted) 2. ‘Muscular Training and Fatigue,” by Christensen (Stockholm). 
(Accepted) 3. “Cardiac Performance,’ by Horvath. 
4. “Capacity of Smooth Muscle,” by Stuart Wolf, Oklahoma. 
5. Discussion. 
Afternoon Session: Clinical Application. 
Chairman: P. S. Hench (Mayo) 
Introductory remarks by Chairman. 
(Accepted) 1. ““The Cardiac Patient,” by G. E. Burch (Tulane). 
(Accepted) 2. “‘Muscle Tone and Postural Regulations,’ by Granit (Stockholm), 
Department of Neurophysiology, Nobel Institute. 
3. “The Pharmacology of Muscle Relaxants,” by Stuart Cullen. 
(Accepted) 4. “The Aging Muscle—Physical Work Capacity,’”’ by K. Rodahl. 
5. Discussion and summary by Chairman. 
Evening Session: (Open Forum) 
Chairman: E. L. Bortz 
1. “Physical Fitness in Health and Disease,’ with demonstrations. 


Final program will be published when available. 
This Conference is supported in part by the American Geriatrics Society. 


NATIONAL RECREATION ASSOCIATION CONSULTING SERVICE 
ON RECREATION FOR THE ILL AND THE HANDICAPPED 


Mrs. Beatrice H. Hill, Director of the National Recreation Association’s 
Consulting Service on Recreation for the Ill and the Handicapped, announces 
the successful completion of the Service’s Coordinated Community Recreation 
Project in the institutions of Sussex County, New Jersey. 

Purpose of the one-year demonstration and study program, sponsored by the 
National Recreation Association and the Alfred P. Sloan Fondation, was to 
determine the various costs and problems involved in an all-inclusive recreation 
project for more than two hundred of the ill, aged, and handicapped in the 
County’s four nursing homes, one general hospital, and the welfare home. 
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Re-ults of the study prove that one well-qualified recreation director, with 
the uid of trained volunteers, can provide a full program of activities for less 
than iwo dollars per patient per month or twelve dollars a session. Public co- 
operation, points out the Consulting Service’s Director, not unlimited funds, 
is the keystone of a successful community recreation project. 

The Consulting Service, a division of the nonprofit, privately supported 
National Recreation Association, chose Sussex County for the demonstration 
and study project because it is a typically rural American community with its 
small, prosperous towns, active civic organizations, and good local government. 

When Denton Quick, a member of the County Freeholders, voiced his en- 
thusiasm for the proposed project early last year, the Consulting Service’s 
Director explained the program to nursing-home owners and hospital administra- 
tors in the area. All of them agreed that there was a great need for recreation and 
they promised to cooperate. 

The next step taken by the Consulting Service was publicity of the project 
through the county newspaper, local radio station, and voluntary agencies. 
Through these three mediums, the public was alerted and volunteer recruitment 
of persons interested in recreation for the ill, aged and handicapped was started. 

The ground work done, the Consulting Service then appointed a well-qualified 
director for the project. Philip Walsh, a veteran worker in his specialty with a 
Master’s degree in Recreation Therapy, began his new job by studying successful 
recreation programs in New York City nursing homes and homes for the aged. 

Then the Director of the Consulting Service and Mr. Walsh set up the County 
Recreation Council for the Ill, Aged, and Handicapped with the guidance of 
the County Freeholders. The Council, fifteen key community leaders from 
the County Freeholders, various service organizations, and the medical pro- 
fession, gave valuable guidance and information in monthly meetings with 
members of the Consulting Service. Providing an exhibit booth at the County 
Fair and sponsoring weekly radio talks on the project are just two examples of 
vital contributions made by members of the Council. Such publicity attracted 
many volunteers for the program. 

By spring, forty-five volunteers were enrolled in a recreation training course 
given twice weekly for two-hour session over a three-week period. These sessions, 
conducted as workshops, had specialists as instructors in art, crafts, social events, 
games, and music. Also, a psychologist spoke to the volunteers on the emotional 
aspects of illness. At the end of the training program, forty-five enthusiastic 
recreation volunteers were ready to service the homes and the hospital two and 
three times a week. Now, only eight months later, there has been an impressive 
increase in the number of trained volunteers. 

The volunteers worked under the supervision of the recreation director who 
had carefully evaluated each of the patients in the institutions to determine the 
social needs of each one. The Consulting Service’s program stressed the common 
interests of patients for group activities—singing, rhythm bands, birthday and 
holiday celebrations, movies, and parlor games. For individual therapy the 
patient’s physical and mental limitations, along with his cultural, religious, 
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and occupational background, were the deciding factors in his personal leisure- 
time activity. 

Though this phase of the demonstration and study project has been completed, 
the Consulting Service plans to help Sussex County to extend its recreation 
program to the eleven boarding homes and the homebound in the area. The 
Service is now completing a financial plan so that the community can continue 
the program on a coordinated basis with each institution sharing the cost of the 
recreation worker’s salary. Meanwhile, the successful conclusion of this part of 
the project can encourage thousands of similar communities to pattern a re- 
creation program similar to Sussex County’s. 

For information on how to duplicate this recreation project for the ill, aged, 
and handicapped in your area, write to Mrs. Beatrice H. Hill, Director, Con- 
sulting Service on Recreation for the Il] and Handicapped, National Recreation 
Association, 8 West 8th Street, New York 11, New York. 


The University of Michigan 
13th Annual Conference on Aging 
Ann Arbor, Michigan, June 27-29, 1960 
AGING IN THE 60’s—DECADE FOR ACTION 


THE QUESTION: 
After the White House Conference on Aging—What? 


Stimulated by the forthcoming White House Conference on Aging, scores of 
communities and States, hundreds of organizations, individuals, and groups 
across the country are studying the needs of their older citizens and generating 
ideas for new programs and services to create a better life for the later years. 
New organizations and study groups are being created, existing programs are 
being consolidated, and new action is being initiated. 

Leaders at all levels and in all aspects of the field are beginning to ask whether 
the enthusiasm building up in anticipation of the White House Conference on 
Aging will be sustained in the years to follow? Will the committees, councils 
and commissions now at work continue as implementing and action groups? 
Will the plans, proposals and ideas they are evolving and the goals to be set by 
the Conference become the prologue to action during the entire decade to follow? 

The University of Michigan 13th Annual Conference on Aging will bring to- 
gether leaders from all parts of the country who wish to formulate plans for 
insuring that the 60’s will be the decade for outstanding action in aging. The 
combined efforts of business, labor, government, voluntary organizations, re- 
ligious groups, social planners, professional societies and educational institutions 
will be devoted to finding answers to such questions as: 


What kinds of organization will be required at various levels of 
action? 
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What conditions—personnel, legislation, support—are essential 


for implementing recommendations sure to flow from the White 
House Conference on Aging? 


How can current widespread lay and professional interest in 
creating a society favorable to older people be maintained? 


Requests for information and membership in the Conference should be ad- 


dressed to: Wilma Donahue, Chairman, Division of Gerontology, University of 
Michigan, Ann Arbor, Michigan. 


) 


PROGRAM 


SEVENTEENTH ANNUAL MEETING 


OF THE 


AMERICAN GERIATRICS SOCIETY 


Thursday, June 9 and Friday, June 10, 1960 


The Americana Hotel, Bal Harbour, Miami Beach, Florida 


y 
4 
6 
9: 


da 


PRELIMINARY PROGRAM 


THURSDAY, JUNE 9, 1960 


9:00-12:30 
THe CLINIcAL SIGNIFICANCE OF ELECTROENCEPHALOGRAPHIC CHANGES IN THE EL- 
DERLY. 
E.W. Busse, M.D. and Walter Obrist, Ph.D., Durham, North Carolina 
ALTERATIONS IN NEUROLOGICAL STATUS WITH AGE. 
E.G. Newman, M.D., R. H. Dovenmuehle, M.D. and E.W. Busse, M.D., Durham, 
North Carolina 
THe PuysicaL PROBLEMS OF PSYCHIATRICALLY HospITALIZED ELDERLY PEOPLE. 
R. H. Dovenmuehle, M.D., E. W. Newman, M.D. and E. W. Busse, M.D. 
NEUROHUMORAL Factors IN Liptp MOBILIZATION. 
Robert F. Klein, M.D., Samuel Freyberg, M.D., E. Harvey Estes, M.D. and Morton 
D. Bogdonoff, M.D., Durham, North Carolina 
TRANQUILIZERS AND THE AMBULATORY GERIATRIC PATIENT. 
Frank Ayd, M.D., Baltimore, Maryland 
PuystoLocic Srupires IN GERIATRIC HEMIPLEGIA. 
Edward J. Lorenze, M.D., White Plains, N. Y. 


THURSDAY, JUNE 9, 1960 


2:00-4:30 
Tue NATuRE OF AGING. 
Edward L. Bortz, M.D., Philadelphia, Pennsylvania 
KeEP THE AGED HEALTHY (PREVENTION OF CERTAIN CHRONIC ILLNESSES IN THE 
AGED). 
Charles L. Wilbar, M.D., Harrisburg, Pennsylvania 
PLANNING CARE FOR THE GERIATRIC PATIENT. 
Dr. Ruth Freeman, New York, N. Y. 
PLANNING FOR AGING. 
Professor Joseph H. Bunzel, Richmond, Virginia 
Socio-ECONOMIC ASPECTS OF THE OLDER AGE GROUP. 
Clark Tibbitts, Washington, D. C. 


4:45 BUSINESS MEETING 


6:30 ANNUAL RECEPTION and DINNER. Presentation of the Second Willard O. 
Thompson Memorial Award for outstanding contribution to Geriatrics. 


FRIDAY, JUNE 10, 1960 


9:00-12:30 
GASTRO-INTESTINAL DISORDERS IN THE AGED. 
Karver L. Puestow, M.D., Madison, Wisconsin 
CoMPARISON OF OPERABILITY AND MorTALITY RATES IN AGED AND YOUNG PATIENTs. 
Warren H. Cole, M.D. and William H. Harridge, M.D., Chicago, Illinois 
Carpiac ARREST. 
George R. Holswade, M.D., New York, N. Y. 
SymME AMPUTATION IN THE AGED. 
Robert L. Bradley, M.D., Huntington, West Virginia 
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VASCULAR SurRGERY. (2 papers) 
Michael E. DeBakey, M.D. and Associates, Houston, Texas 
REGIONAL PERFUSION FOR CANCER CHEMOTHERAPY IN THE AGED. 
Oscar Creech, M.D., New Orleans, Louisiana 


FRIDAY, JUNE 10, 1960 


2:00-4:30 
TREATMENT OF CoRONARY DISEASE IN THE OLDER AGE GrovuP: a) ANGINA PEcrTorts; 
b) ACUTE CORONARY INSUFFICIENCY WITHOUT OCCLUSION; ¢) ACUTE CORONARY 
OCCLUSION. 
Arthur M. Master, M.D., New York, N. Y. 
CLINICAL MANAGEMENT OF HYPERTENSION IN THE OLDER PATIENT. 
Morton Halpern, M.D., Coral Gables, Florida 
Use or MoperRN DruReTICs IN THE AGED. 
George Burch, M.D., New Orleans, Louisiana 
ProGress Report oN LONG-TERM Use or Diets IN POLYUNSATURATED Fats 
IN DIABETIC AND NONDIABETIC PATIENTS. 
Laurance W. Kinsell, M.D., Oakland, California 
ENDOCRINE StTupDIEs IN ELDERLY WOMEN WITH FRACTURES. 
Robert Nielsen, M.D. and C. Alvin Paulsen, M.D., Seattle, Washington 


